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Academic Dossier
This section contains two essays, three reflective accounts of problem 
based learning exercises and two summaries of reflective accounts based 
on our case discussion groups.
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Adult Mental Health Essay
Beating the blues’ is a cognitive based computerised package for 
depression. It is currently used in primary care to address the ‘Step One’ need 
of the NICE guidelines for depression. It is delivered primarily, but not 
exclusively, by Graduate Mental Health workers. Critically discuss the use of 
computerised packages in Primary Care with specific reference to ethical and 
professional dilemmas.
December 2005 
Year 1
Introduction
Computerised packages of therapy have developed within mental health 
services for a number of reasons. Firstly, in the current culture of new 
technology, clients are asking for more involvement via different mediums, 
including computers and the Internet (Childress, 2000). Secondly, the National 
Standards Framework for Mental Health (Department of Health, 1999) 
requires that any client contacting Primary Care services with a common 
mental health problem should be offered effective treatments. However, 
current provision of therapeutic services available within the NHS is not 
enough to meet the increasing demands placed on them. New ways of 
providing therapeutic input have therefore been required.
Nevertheless, it is not good clinical practice to simply provide intervention on 
either of these grounds without thinking about what has actually found to be 
effective and what issues this raises for those delivering and accessing 
services. As newer technology becomes available, this impacts on the type of 
dilemmas that clinicians face when offering therapeutic services to clients.
I am aware that this essay can allow for the discussion of a vast range of 
issues. However, I have decided to mainly concentrate on computerised 
cognitive based packages offered in primary care for anxiety and depression. 
These programmes have the bigger evidence base and hence I can provide a 
more detailed discussion about their application into clinical practice. Due to 
the word limit, I am unable to address the topics of Graduate Mental Health 
Workers or cost effectiveness models, although both are important to consider 
for the implementation of these packages in primary care.
These packages have been identified in the reviewed NICE Guidelines for 
Computerised Cognitive Behavioural Therapy (CCBT) for Anxiety and 
Depression (2005) as being recommended treatment approaches. It is
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important to say that the essay title refers to their use in Step 1, however the 
guidance indicates their use within
Step 2 for both depression and anxiety and I will discuss them in relation to 
this level.
I will start by giving a brief description of the cognitive behavioural model and 
a background to the use of CCBT in primary care. As I am giving a more 
practice-based answer to the question, I will not provide a detailed description 
of the research background. However, I am aware of the necessity for clinical 
psychologists to analyse the evidence base in relation to its application to 
practice and I will provide these links throughout the essay.
I will then discuss implementing these packages in practice. I am going to talk 
about the ‘stepped care' in psychological therapies approach (Bower & 
Gilbody, 2005; Marks et al. 2003) as this gives a useful framework to 
incorporate some of the professional and ethical issues I am going to cover. 
These will include the acceptability of these packages, the need for 
assessment and risk management and thoughts around levels of clinician 
involvement and facilitation.
I will finally turn to the role of the clinical psychologist in relation to this 
changing technology and think about how we may adapt out roles and 
services to take account of these technological advances.
In thinking about why I have chosen this topic and how I have interpreted the 
question, I have reflected on my own background. Previously, this has been 
within a much more service development role and I thought it may be useful to 
think about how I might amalgamate this experience and knowledge with the 
clinical skills I am learning through the training course. This reflects my view 
that these two areas of skills are not mutually exclusive for practising clinical 
psychologists. I think there should be an expectation on us to have an input 
into service development in NHS Trusts to provide better outcomes for our 
clients.
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I have used the first person pronoun within this essay to indicate my 
reflections and opinions.
Background to the inclusion of computer packages in the nice 
guidelines
Definition of Cognitive Behavioural Therapy (CBT)
The main goal of CBT is to help people identify, understand and modify their 
thoughts and belief systems and also their self-defeating behaviours in order 
to function more effectively (Hawton et al. 1999). Originally Beck developed 
this approach in relation to depression as he found that evaluating and 
modifying negative thoughts produced improvements in mood and behaviour. 
The treatment of anxiety and depression by CBT has been well researched 
and extensively evidenced for its effectiveness (Beck, 1995).
CBT mainly focuses on current problems and seeks to bring a change for the 
person in their life. It has a structured and problem solving focus to learn new 
skills and allows for the application of this learning outside the therapy 
sessions that helps it to have a longer term outcome (Proudfoot et al, 2004).
Computerised Cognitive Behavioural Therapy (CCBT)
The packages of CCBT recommended for primary care have been designed 
to follow the same theoretical model as above. As an example, “Beating the 
Blues” is a package developed for people suffering with depression. There is 
an introductory video and then 8 sessions lasting an hour. The programme 
asks people to identify problems and treatment goals to work towards. 
Modules then cover automatic thoughts and thinking errors and use 
behavioural components like activity scheduling and graded exposure to help 
clients work through these. There is also a homework component to the 
programmes for clients to complete in between sessions.
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In terms of different therapeutic approaches, the packages do appear to lend 
themselves more to CBT due to its coherent, structured method of working 
with the client (Van den Berg et al. 2004). They provide an interactive element 
and use case studies so people can learn how the characters on the screen 
solve their problems. Clients can repeat sessions again for further 
reinforcement of learning. Printed feedback is provided for both the client and 
practitioner, both to aid progress and to help the practitioner be aware of and 
manage any suicide ideation by the client (Proudfoot, 2004).
Use of CCBT and the NICE Guidelines
The NICE Guidelines for Anxiety (2004a) and the NICE Guidelines for 
Depression (2004b) use the stepped care model, which provides a framework 
to help clinicians identify the different needs of the client and the responses 
that should be offered to them. This model moves from Step 1- recognition in 
primary care to Step 5- severe depression/anxiety needing inpatient services. 
Each step provides additional interventions to the previous ones. At a more 
service-development level, it helps clinicians and managers to develop their 
overall provision to more effectively meet the range of needs they see in their 
client population.
The original NICE Guidelines on CCBT (2002) were reviewed in 2005 and 
now identify CCBT as a treatment method to be used at Step 2, for those with 
mild-moderate depression or anxiety/panic disorder. These guidelines 
recommend two specific programmes for use. These are “Beating the Blues” 
for Depression and “FearFighter” for anxiety. “FearFighter is also developed 
as an internet-based package. Although other programmes were looked at, 
they have not been recommended for use at this stage because they were not 
felt to have an evidence base to show their effectiveness.
In thinking about the use of these computer packages in this context of the 
stepped care system, I can see their benefit at this level for a number of 
reasons. Firstly, the NICE Guidelines (2004b) state that the risk-benefit ratio is 
poor for using anti-depressants with mild depression. Secondly, for those with
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moderate depression, many people do not like the idea of taking anti- 
depressants due to worrying about side-effects or possible addictive qualities 
but may not see an alternative treatment (Kessler et al. 2005).
The inclusion of such packages therefore, allows the client to have some 
choice in the treatment they are offered (other choices include self-guided 
manuals or brief psychological interventions like counselling or problem­
solving therapy). This is of particular benefit at this level where a number of 
treatments may be equally as effective (NICE, 2004b).
In addition, many people with mild-moderate depression or anxiety may not be 
offered face to face CBT, either due to there not being enough trained CBT 
therapists within the NHS to meet the demand (Kaltenthaler et al. 2002) or 
because the severity of their presenting problem does not meet the criteria for 
a referral to more specialist services.
Having said that, I believe that they should not be considered as an easy 
option for clinicians to offer or simply as a cost-saving approach as there are 
certain factors to consider with their use. I will address this in the later section 
on areas of implementation. I feel it is worth saying here that the NICE 
Guidelines (2005) do not provide guidance on how these programmes should 
be used in practice and this is where the research is helpful to explore the 
evidence base and use this to develop effective practice.
Research on CCBT
The reviewed NICE Guidelines (2005) used evidence from research to 
support recommendations for including “ Beating the Blues" and “FearFighter” 
in the guidance. The studies showed that “Beating the Blues” with a facilitator 
offering technical support, was more effective as treatment for people with 
depression than a ‘treatment as usual’ option given in primary care. Studies 
on “FearFighter” showed both CCBT and therapist-led cognitive behavioural 
therapy led to significant improvements in outcome scores for anxiety.
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In reviewing some of the research literature, I have also identified these 
findings (Proudfoot et al. 2003, 2004) alongside positive experiential accounts 
of “Beating the Blues” in primary and secondary care settings (Cole, 2005; 
Van der Berg et al. 2004). Other studies have evidenced the effectiveness of 
“FearFighter” and other CCBT programmes as treatment for anxiety and 
depression (e.g. Kenwright et al. 2001 ; Marks et al. 2003)
However, I feel it is vital to highlight that studies on “FearFighter” compared 
CCBT (with some therapist involvement) to therapist-led CBT and found that 
minimal therapist involvement combined with CCBT significantly improved 
anxiety in clients (Marks et al. 2003). Thus, they were not offered as a stand­
alone option. Nevertheless, they are important findings for thinking about 
ways to reduce demands on clinicians’ time but increasing clients’ access to 
effective treatments.
As a trainee clinical psychologist, I am aware that ethically we should only 
offer therapy to our clients which is based on a sound empirical base (British 
Psychological Society (BPS), 2000). Although I concur with the NICE 
Guidelines (2005) that both these packages have been shown to be effective 
and therefore are acceptable treatment options, I believe that there should still 
be some caution in how they are used. This is due to some unanswered 
research questions surrounding who is best suited to this type of treatment 
and what level of therapist involvement should be offered. This indicates to me 
that there are limitations with the current research findings.
In addition, it is important to consider that some of this research has been 
carried out by researchers who are involved in designing and profiting from 
the CCBT programmes. Although they do declare a vested interest in their 
journal articles, I am not alone in thinking that more independent research 
should be undertaken (Kaltenthaler etal. 2002).
The questions still left unanswered pose challenges for clinicians thinking 
about using these packages in practice. Therefore, in my discussion on the
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implementation of CCBT, I will use some of the research findings and their 
limitations to explore some of these areas in more detail.
Implementing CCBT 
Taking a Stepped Care Approach
In terms of identifying themes from the research, it appeared that there were 
several proposals to use CCBT in a stepped care model of psychological 
therapies (e.g.Bower & Gilbody, 2005; Marks et al, 2003). This works on 
exactly the same principle as the NICE Guidelines (2004a, 2004b) but 
different steps indicate different intensity of treatment rather than severity of 
diagnosis. I am not going to offer a general debate on the stepped care model 
but I am mindful that there are limitations of this approach.
Personally, I found it useful to think about the use of CCBT in this way as 
‘steps’ are evident from it use as a self-help method with a facilitator, to having 
some level of therapist involvement and finally to the therapist using it as an 
adjunct to face to face intervention. Thus it follows the step model of starting 
with the least intensive treatment and moving up to more intensive 
approaches and allows therapists to direct their time to where it is most 
needed.
The second part of the stepped care approach is the need for it to be self- 
correcting. That is to say, that if someone is not achieving significant health 
gain, they will be ‘stepped up’ to the next stage. (Bower & Gilbody, 2005). In 
relation to CCBT, these packages can allow clients to become familiar with the 
CBT model, which may well be the treatment approach offered to them face to 
face if they need to move further up
the steps. However, there is the reverse argument that if people ‘fail’ one level 
is it counter-productive to move them to a similar treatment approach 
(Newman, 2000, cited in Bower & Gilbody, 2005).
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In my opinion, this emphasises the importance of the overall management and 
monitoring of a client’s care with defined lines of clinical responsibility being 
required. There needs to be good communication between clinicians and a re­
assessment if the client is not making improvements on the CCBT package.
Irrespective of which method of CCBT is used, I have identified that there are 
key issues around assessment and acceptability of the approach (including 
consent and confidentiality), managing clients’ risk and the competence and 
responsibilities of the facilitator/therapist.
Assessment
One thing that I have learnt is that assessment is vital to identify needs, 
suggest appropriate treatment and keep the client safe. It is therefore 
important for the clinician to assess the suitability of the client for CCBT. 
However, this raises the question of who should undertake the assessment 
and how long it should take. If CCBT is being thought about in the stepped 
care approach to help clinicians have more time to work with clients with more 
complex needs, then there needs to be a balance between avoiding lengthy 
assessment processes for CCBT, but ensuring that needs are adequately 
assessed (Bower & Gilbody, 2005).
I thought a useful example was in a primary care practice where the GP 
referred the client to a counsellor to see if they were suitable for the CCBT 
and saw them afterwards to see whether further intervention was required. 
This shows the use of a standardised system for referrals and decision­
making (Cole, 2005).
A lack of guidelines on assessment and suitability is not helpful for clinicians 
and studies have not really shown so far why some people drop out of 
treatment and why others do really well with a CCBT approach (e.g. Marks et 
al, 2003). This kind of information may help clinicians make their decisions as 
to what treatment to offer.
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Accessibility and Acceptability
CCBT has the advantage of offering a way to access mental health services 
for some people who were previously embarrassed to do so (lllman, 2004). 
They can be seen as a useful tool for engaging young men who are less likely 
to want to speak to someone face to face or for those who prefer to give 
sensitive information to a computer rather than a person (Proudfoot, 2004).
However, I view that acceptability for the CCBT approach needs to come from 
both the client and the clinician. Some clinicians are still unsure of the model 
and this will affect how they encourage their clients to participate and could 
lead to them withholding intervention which is appropriate (Childress, 2000).
Clinicians need to be familiar with CCBT and accepting of it in order to give a 
balanced view of the risks and benefits of this type of approach. These must 
all be made clear to the client so that they are able to give informed consent 
(e.g. International Society for Mental Health Online (ISMHO), 2000).
One identified risk is maintaining confidentiality of the clients’ information and 
where this is stored. This is a dilemma for developers of computer and 
internet-based therapy as there are many ways it can be violated (Childress, 
2000). Although most packages have password protection systems, it is not 
clear in the literature if this can be accessed by both the clinician and the 
client. Clients need to be informed of the protocols for keeping their files 
confidential and made clear of the reasons for breaching confidentiality (ie. 
concerns about their safety or that of others).
Although the research suggests that CCBT can increase the accessibility of 
services for clients and indeed reduce mental health inequalities (Marks et al,
2003), I still believe that they pose a problem for ensuring equality of services. 
It is apparent that people still need to have literacy skills and to have English
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as their first language to take part in CCBT. This means that some people are 
offered no treatment when their need is as great as others.
None of the research studies talk about ethnic minority groups in their 
samples, only to point out that they are not included. This is extremely 
important to consider, especially when people from black and ethnic minorities 
already face an inequality in the services offered and are less likely to be 
given alternatives to anti-depressants (Department of Health, 2003).
Marks et al. (2003) say that two thirds of their clinics referrals came from the 
lower socio-economic groups and that having initial computer illiteracy did not 
affect positive outcomes. However, another study raised the question as to 
how easy it would be to generalise to other clients from their well-educated 
sample (Selmi et al, 1990).
Equality of services is vital and as a nurse therapist from Manchester said, “in 
a deprived inner city area like ours, many people do not have access to a 
computer and even if they did, they might not opt for CCBT. The important 
thing is to give people different options" (pp. 16, lllman, 2004).
Clinician Involvement and what is offered?
Two different levels of clinician involvement are apparent in the research 
studies. One is a more facilitator role with the self-help option of CCBT and 
the other is trained therapists giving limited input. Both types of involvement 
offer different complexities to think about.
In relation to the latter option, CCBT has been shown to be a good way to 
reduce therapist’s overall contact time but still allow a therapeutic input in 
conjunction with the package (e.g. Wright et al. 2005). This is what Marks et 
al, (2003) call “clinician extenders” rather than “clinician replacers”.
Although Marks et al. (2003) reported that clients felt satisfied with the live 
support they got, they also stated that some clients had more input from their
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therapists than others. This was for a range of reasons (general support, 
treatment advice or technical help). I feel that this doesn’t help answer how 
much therapist input is required from an evidenced base approach and 
doesn’t help good practice for client care.
This is further compounded by no consistency in the evidence as to who 
should offer either the facilitation or therapeutic input and no standardised 
training for clinicians in the use of CCBT (Proudfoot, 2004). Although the 
essay title says that they are delivered primarily by Graduate Mental Health 
Workers, some services are using their secretarial staff (Van den Berg et al, 
2004).
I feel that this lack of consistency and guidance indicates the need to ensure 
that there are clear responsibilities and clinical guidelines drawn up for 
facilitators and therapists working with CCBT. It also reflects the need to 
provide adequate training and supervision for these staff.
Through my training, I am aware of the importance of boundary setting. I have 
concerns that unqualified or unsupervised facilitators may feel that they are 
helping a distressed client by offering additional counselling and support when 
they come in for CCBT. Clients may start to see the supportive conversation 
they have at the end of the session as therapy without the safety and 
boundaries of a therapeutic relationship being placed around this.
The BPS Code of Conduct, Ethical Principles and Guidelines (2000), stresses 
the importance of psychologists working within the boundaries of their 
competence. I feel that this principle should be a concept applied to all 
facilitators and therapists (including clinical psychologists) working with clients 
on CCBT packages.
Risk management
CCBT packages have encompassed some risk management processes by 
providing printouts to help clinicians identify and manage risk and suicidal
I
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thoughts (Proudfoot, 2004). Some also offer crisis management plans with 
calls or reports being sent to the clinician. This could be strengthened by 
clinicians having clearer guidelines and local plans in place for the 
management of crisis situations. This includes training facilitators and 
therapists to monitor and respond to situations where clients are felt to be at 
risk.
Some GPs indicate that they like the printed progress reports they get and feel 
that the alerts from the packages are safe enough to warn them of potential 
problems and risks (Cole, 2005). There is a concern though about what 
happens when this monitoring is not consistently followed and clients are left 
unchecked? This may be even more apparent for CCBT offered on the 
Internet when reports are just sent in, coupled with no contact with the client to 
see how they are doing.
The nature of CCBT packages makes them unable to respond to non-verbal 
cues, and cannot pick up affect or visual clues from the client. They may 
therefore miss vital information which shows what the client is thinking and 
meaning (Childress, 2000). Although this is important from a therapeutic 
perspective in its own right, it also affects how successfully risk can be 
assessed.
In relation to internet-based packages or therapy offered on-line, these issues 
become even more prevalent and has become the reason for both the BPS 
(2000) and other organisations thinking about ethical principles and guidelines 
(ISMHO, 2000).
I feel that this raises again the importance of proper diagnosis and 
assessment to ensure that high-risk individuals are not on an inappropriate 
treatment programme or if they have not been adequately assessed, that they 
are not left unsupported. Most studies took people with suicidal ideation out of 
their samples (e.g. Proudfoot et al, 2004) as it was felt to be unsafe to offer 
them CCBT.
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This indicates again that for some clients, CCBT may only be appropriate 
when used as an adjunct to therapist involvement (the top end of the step 
process). Therefore, I will use this next section to think more specifically about 
the role of the clinical psychologist in relation to CCBT.
CCBT and the role of the clinical psychologist
In reading about computer and Internet-based therapy, I have thought about 
what this means for my future role as a clinical psychologist. Some clinicians 
(in the case of this article, specialist nurses) have viewed it almost as a threat 
to their roles (lllman, 2004). However, I do not consider that they have the 
potential to do this for clinical psychologists although they may offer us an 
opportunity to adapt our practices.
One reason for clinical psychologists to continue to play an important part in 
therapy is due to the research evidence on the therapeutic alliance. This 
indicates that this relationship is a significant factor in understanding treatment 
outcome, irrespective of the therapeutic approach offered (e.g. Horvath, 2000; 
Lambert & Barley, 2001). Although Proudfoot (2004) claims that packages are 
starting to try to address some of the non-specific factors in the therapeutic 
relationship, it is clear that they will never provide the meaningful alliance 
which has been so beneficial in improving treatment outcomes for clients.
Research has also shown that CCBT is beneficial and/or acceptable to some 
people but not others. For example, it has not been recommended for those 
suffering from severe depression. Therefore, for some clients, the complexity 
of their needs will mean a referral for face to face therapy is appropriate 
(McKendree-Smith et al, 2003).
Some clients will only see face to face therapy as their treatment of choice. 
Others may require more help to challenge and modify their negative thoughts 
and behaviours then CCBT can offer. One client who used CCBT found it
19
worked for her, but felt that it did require a high degree of self-motivation 
(Cole, 2004).
However, as referred to in the stepped care model, clinical psychologists 
could consider using CCBT as an adjunct to face to face therapy. It could help 
clients deepen their understanding about what is discussed in sessions. One 
study found that use of CCBT significantly helped clients’ understanding of the 
CBT model (Wright et a/, 2005).
I have recently started work with a client using bibliotherapy as a homework 
tool. In my future practice, CCBT could be used as an alternative homework 
structure for some clients. The feedback sheets would provide a useful tool for 
reviewing homework with the client during the sessions.
I can also see a benefit of CCBT helping clients familiarise themselves with 
the CBT model while on the waiting list for specialist or secondary care 
services. However, again I would need to take into consideration their 
individual needs and the issue of their safety. One option is to offer some 
telephone contact to ensure that they are at no risk (Van den Berg et al,
2004). I would consider it good practice to communicate this option to the GP 
(if they were the referrer) as they hold clinical responsibility while the client is 
on the waiting list.
I think the other area where clinical psychologists could adapt their practice to 
incorporate CCBT and the growing area of Internet-based therapy is in a more 
service development approach. This could mean using their professional 
knowledge and skills to develop these programmes to become more effective. 
This could include thinking about the therapeutic alliance research to improve 
techniques for increasing clients’ motivation and engagement in future 
packages.
I feel it may also be useful for psychologists to research why other packages 
such as BTSteps for OCD were not deemed effective (NICE, 2005) in order to
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understand what needs to be offered as alternative approaches for clients with 
other types of mental health problems.
Jacobs et al (2001) raise concern that because computer packages do ask for 
direct engagement and interaction which “probably generates greater 
expectations for help by the user” (pp.95), that they require a high level of 
professional control. I feel that clinical psychologists are in an excellent 
position to provide this through training and supervising the facilitators of 
these programmes; researching their effectiveness and providing 
recommendations for policy and ethical guidelines.
Conclusion
I feel that as I have covered a range of topics in this essay, I should 
summarise the main points and offer my final view based on all this. I have 
shown that CCBT packages for anxiety and depression have started to show 
an increasing evidence base for being effective treatments when compared to 
‘treatment as usual’ options or therapist led CBT.
The research has not concluded which clients are most appropriate and in 
what circumstances they provide the best results. However, it has allowed the 
debate to be opened about their use in the therapeutic process. I think it is 
vital to place them within the managed care of the client and fitted them into a 
stepped care model. This shows their benefit at increasing client choice in 
initial levels of treatment. I have also shown that they can be used further up 
the ‘stepped up’ approach as an adjunct to therapist led intervention. This 
allows both for overall therapist time to be reduced, which is a benefit in the 
oversubscribed referrals to CBT therapists and also allows for further 
reinforcement of the CBT model when given alongside face to face work.
I have highlighted that the lack of research evidence in some areas, means 
that clinicians need to think carefully about their implementation. In line with 
this, the issue of inequality of access to CCBT needs to be seriously 
considered for future services.
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When clients are going to be offered therapy with limited therapeutic 
involvement then procedures must be put in place to assess the 
appropriateness of CCBT for the client. This is both to help achieve the most 
effective treatment outcomes but also maintain clients' safety.
In addition, the level of therapeutic involvement needs to be clearly defined 
and staff well supported and trained in using CCBT. This will enable them to 
be more adept at managing clients risks and help monitor clients' progress, 
including the possible move to offer more intensive treatments.
Finally, I have thought about my role more specifically as a clinical 
psychologist in training and my view that CCBT is not a replacement for 
clinical psychologists but could lead to us adapting our practice through direct 
use in therapeutic work or indirectly by advising on their development and 
effective use in mental health settings.
I consider that if the introduction of CCBT aids more clients getting access to 
effective treatment then this must be positive. However, they must not just be 
seen as a standard option to cut waiting lists or costs, as they not without their 
limitations. The emphasis is based on the word ‘effective’ and I think further 
research should consider more detailed analysis on targeted client groups, 
including those from different ethnic groups, how clinician involvement and 
management should be provided and ways to improve client satisfaction. 
There are concerns that studies had high drop out rates and it is important to 
understand why this occurred (Roy-Byrne, 2004).
Although the BPS (2000) state that whatever therapeutic approach you offer is 
governed by the same code of ethics, it is clear that the advent of 
computerised therapy requires a different level of thought and understanding 
of professional and ethical practices. Therefore, the introduction of practice 
and professional guidance must be seen as essential to help clinicians follow 
what is empirically known to date, about the effective use of CCBT.
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Professional Issues Essay
Critically discuss some of the theoretical tensions and dilemmas faced by the 
clinicians in the treatment of borderline personality disorder in a 
multidisciplinary team setting.
January 2007 
Year 2
Introduction
It has been recognised that working with clients with borderline personality 
disorder (BPD) can be extremely complex for mental health clinicians. There 
is still a struggle in defining it, diagnosing it and dealing effectively with difficult 
behaviours that are presented by the client (Adshead, 2001).
This essay aims to look at how the differences in understanding aetiology and 
classification is exacerbated by the impact of having to actually manage such 
difficult behaviours as self-harming and suicidal behaviours, aggressive and 
angry outbursts, instability of interpersonal relationships (including therapeutic 
relationships), creating tensions and dilemmas within the multidisciplinary 
team.
Although I am aware of numerous ways to interpret this essay, I have chosen 
to focus on how the aspects of multidisciplinary working are affected and 
leads to difficulties for clinicians and their teams. I feel it is important for me as 
a trainee to think about this as I work alongside colleagues of different 
disciplines in my training.
I start by giving some background information about classification and 
aetiology and include thinking about how there is a lack of clarity in the 
understanding of diversity and BPD. I acknowledge I have only looked at 
gender and ethnicity and there are broader aspects to diversity that I have not 
covered.
I will then look at the difficult behaviours that clinicians may have to manage. 
Included in this, I will briefly discuss how this can lead to clients being labelled 
as “difficult” as this has important consequences for how clinicians may view 
clients negatively.
Following on from this, I will explore the concept of splitting and think about 
the tensions and dilemmas in the team looking more specifically at self-harm 
and suicidal behaviours and thinking about professional roles.
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I will finish be giving some thought to how tension can be eased through 
supervision processes on an individual and group level and looking at the care 
plan approach (CPA) and Dialectical Behavioural Treatment (DBT) for lessons 
which can be learned.
I would like to note that although I have distinguished between different 
professional perspectives, this essay is not about setting one profession up 
against another but is about exploring theoretical tensions which might arise 
from different knowledge bases and therapeutic experiences within members 
of a team. I am also aware that the range of clinicians within a professional 
group will vary widely and have different perspectives even within their own 
disciplines.
I have used the first person pronoun throughout this essay to highlight my 
opinions and reflections.
Background Information
This section gives background information about different views of how BPD 
can be conceptualised and defined, looking at classification, aetiology and 
thinking about diversity in relation to classification and aetiology.
Classification
The literature refers to two main ways of classifying BPD depending on 
whether a categorical (and diagnostic) approach or a dimensional approach is 
taken.
Categorical diagnostic classification
Diagnostic approaches within health services are based on a medical model 
of identifying the presence of a range of observable symptoms and providing 
categories for disorders (Alwin et al, 2006).
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Personality disorders are classified as Axis II disorders by DSM-IV based on 
the concept of personality traits and refer to “enduring patterns of cognition, 
affectivity, interpersonal behaviour and impulse control that are culturally 
deviant, pervasive and inflexible and lead to distress or social impairment” 
(American Psychological Association (APA), 1994).
BPD is described as a Cluster B (termed dramatic or erratic) personality 
disorder and criteria for diagnosis includes affective instability, suicide threats 
and behaviour, intense and unstable relationships, impulsivity that is 
potentially self-damaging, inappropriate feelings of anger, identity disturbance 
and efforts to avoid real or imagined abandonment. (APA, 1994).
Dimensional classification
This approach, although not able to provide a diagnostic classification per se, 
enables clinicians to think about BPD in terms of personality traits and 
personality types within the context of wider personality research. The 
dimensional aspect refers to the concept that traits go together to form 
dimensions that shape attitudes, relationships and self-concept and influence 
who we interact with the environment around us (Alwin et al. 2006).
In this view, BPD can be classified as a series of extreme variants or 
responses within personality structures and dimensions that are normal to 
everyone (Blackburn, 2000a,cited in Kurtz, 2005). This can be seen on a 
continuum basis and reduces the distinction between defining someone or 
their behaviours as abnormal and normal which may influence how they are 
perceived by the public and clinicians (Kurtz, 2005).
Aetiology of BPD
Both types of classification help to identify a description of what traits and 
behaviours are necessary to be seen as BPD but do not give sufficient 
explanation to why this has developed. Understanding the aetiology provides 
a better way of looking at this although, it, in itself, is complex and is still 
developing (Tredget, 2001).
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Various explanations have been given which include biological factors, 
attachment perspectives or negative and traumatic life experiences (Tredget, 
2001). Biological factors are thought about as the inheritability of 
characteristics that influence personality trait development. Specifically the 
traits of impulsivity and affective instability have been found to have a 
heritable component (Paris, 2005).
Attachment perspectives look at how the behaviours of clients with BPD can 
be thought about as a result of insecure and disorganised attachments in 
childhood where the client tried to gain security from a rejecting or aggressive 
caregiver. This can lead to a pattern of behaviours that can actually be “self- 
defeating” and “degrading” but are the client’s attempt to create structure. 
Negative attachments are also linked to a client with BPD’s difficulty with 
mentalising and gaining a meaningful sense of self and others (Holmes, 
2003).
There are high frequencies of experiences of childhood trauma in populations 
of clients with BPD and views on aetiology suggest that abusive experiences 
lead to difficulties in regulating emotion, impulsivity, dissociated and insecurity 
of interpersonal relationships (Winston 2000). Although child abuse as a risk 
factor is not specific to BPD, there is now much more thinking around the 
interlinking between attachment, sense of self and abusive experiences in the 
aetiology of the disorder. It is therefore vital that these changes of 
understanding aetiology over time are brought into clinical practice (Winston, 
2000).
Diversity and BPD
It is important in this section to think about how diversity interacts with the 
conceptualisation and understanding of BPD. Women are more likely to be 
diagnosed with BPD than men (Skodol & Bender, 2003). Nehls (1998) states 
that gender stereotypes and biases underlie the diagnosis of BPD and that
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similar behaviours exhibited by men are overlooked rather than gaining them 
the same diagnosis.
Despite the arguments put forward by Nehls (1998), I feel that it is essential to 
note that the true prevalence by gender is not known and therefore it is hard to 
determine if it is the stereotypes which lie behind the diagnosis or there are 
gender differences in the biological and sociocultural aetiology of the disorder 
(Skodol & Bender, 2003).
In terms of ethnicity, black people are diagnosed with BPD relatively 
infrequently in the NHS (Ndegwa, 2003, cited in National Institute for Mental 
Health in England (NIMHE), 2003). However, it is unclear whether ethnicity 
patterns of diagnosis reflect actual distinctions between ethnic groups in the 
prevalence and aetiology of different psychiatric disorders or an over­
diagnosis in some disorders and under-diagnosis in other (Loring & Powell, 
1988)
What I feel is important to consider is that diagnoses based on psychiatric 
diagnostic systems have largely been derived from Caucasian, American and 
European samples and it is unclear as to their validity in relation to other 
cultural and ethnic backgrounds (Ming Lin & Cheung, 1999).
What can be drawn from this is that there is much inconsistency in how to 
classify BPD, what aetiological perspectives offer the best way of 
understanding the development of the disorder and how little is known about 
how aetiology, classification and indeed treatment is influenced by diversity 
(all aspects of diversity should be considered not just gender and ethnicity as I 
have mentioned here).
Definitions of difficult behaviours and the label of “difficult clients”
Clients with BPD present with a complex set of behaviours that create 
significant challenges for the clinicians who are trying to treat them. These 
behaviours are often defined as difficult because they involve risk to self and
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others (self-harming and aggressive behaviours); challenge the models and 
progress of treatment offered by clinicians and or have a personal impact on 
clinicians (causing emotional distress or professional frustration) (Dunn & 
Parry, 1997).
How clinicians understand and perceive the concept and aetiology of BPD will 
influence their view of what are difficult behaviours and why. For example, 
clients with BPD present repeatedly to services and may be seen as difficult to 
treat because they appear to have an ambivalent attitude to treatment. They 
request care and help but then appear to reject it (Bateman & Tyrer, 2004). 
This may result in them being discharged because they do not turn up to 
appointments or because their current level of psychological or physical 
functioning only allows them to make slow progress (Aviram et al. 2006).
Clinicians within the team thinking from an attachment and trauma perspective 
may have an alternative view and think about whether there is a relational 
aspect to the ambivalence. This may include thinking about what (potentially 
negative) associations with caregivers have been triggered (Adshead, 2001) 
or,how previous experiences of betrayal by adults have made it difficult for the 
client to feel safe in relationships with mental health professionals (Horsfall, 
1999).
Unfortunately, clients themselves can find themselves being labelled as 
“difficult” or “difficult to treat” based on their behaviours. This can lead to 
stigma and stereotypes surrounding BPD. They often find themselves being 
given such pejorative labels as “manipulative”, “attention-seeking” and 
“demanding” (Aviram et al. 2006) as some clinician deem them to be to be in 
control of their negative behaviours making a distinction that they are not in 
fact suffering from a mental illness (Markham & Trower, 2003). This can have 
an influence on how clinicians respond to them.
In their view of what makes unhelpful services, clients reflected how it is 
unhelpful when clinicians were critical and dismissive of their expressed needs
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and did not want to explore the reasons behind their behaviours (NIMHE, 
2003).
It is possible that clinicians sense frustration with the difficult behaviours of 
clients with BPD for different reasons, based on their distinct roles. For 
example, doctors and psychiatrists may be challenged when medication fails 
or treatment is difficult whereas nurses may experience annoyance when their 
caring approach and competence is questioned (Breeze and Repper, 1998, 
cited in Koekkoek etal. 2006).
Although I have mentioned how some clients are defined as “difficult” by their 
behaviours based on negative labels and staff attitudes, I would not like this to 
take away the fact that the behaviours of clients with BPD represent severe 
and significant challenges to clinicians and team functioning and can in fact be 
viewed as difficult. However, I feel that is helpful to qualify what makes them 
difficult so these distinctions can be made.
In my opinion, the same should apply to the treatability debate where clients 
with BPD are often deemed as untreatable based on resource and clinician 
limitations and not the prognosis or possible outcomes for the individual. This 
may lead to some clinicians viewing BPD as globally untreatable and using 
this view to not offer services or conflict with colleagues as to what they think 
can be achieved (Adshead, 2001). Adshead (2001) claims that training 
clinicians on empirical support for treatment programmes may alleviate 
biases.
How tensions and dilemma arise in a multidisciplinary team?
Different views and lack of a clear consensus regarding understandings of 
BPD within multidisciplinary teams means that everyone can have their own 
opinion and perspective on how best to treat and manage the client. This is an 
inevitable position of multidisciplinary working and indeed is a clear advantage 
for working with clients in the mental health field where needs can be best met 
by different professions working together (Lieberman et al. 2001).
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However, what I am arguing is that these different perspectives start to create 
tension, which is exacerbated as teams struggle to manage the difficult 
behaviours that these clients present. Clinicians may therefore become 
frustrated and contradict each other because there is a lack of clarity over 
understanding BPD, a lack of common understanding about a particular case, 
one clinician may take a categorical view and state that the client has BPD 
whereas another may have based a formulation on patterns of behaviour but 
be uncertain whether a diagnosis should actually be given.
As they struggle to cope with these differences, their own anxieties and 
frustrations and the levels of distress that the client is presenting, this can lead 
to splitting, which is further reinforced by the behaviour of the client (polarising 
staff) thus creating more tensions. In addition, the different roles of clinicians 
will have different responsibilities for the management of behaviour and I will 
argue how these feed into conflicts. I will look at this in relation to managing 
risk (self-harm and suicide), and treatment planning, including the specific 
example of an inpatient setting.
What is meant by splitting?
This term is taken from the psychodynamic school of thought and is said to be 
a primitive defensive mechanism where good and bad feelings are polarised. 
It has since become a commonplace term without always fully meaning its 
psychodynamic definition (Kraft Goin, 1998). It is commonly discussed in the 
literature in relation to teams working with clients with BPD and I have used to 
it think about how teams may be split on a number of different levels, both 
psychodynamically and generally.
Much of the literature describes situations where the psychodynamic defense 
mechanism of splitting by clients with BPD can have a significant impact on 
the team creating professional tensions and interpersonal conflicts. Thus, 
some staff will be seen as “good” and idealised by clients and others will be
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seen as “bad” and devalued. Staff will then react to the polarisation between 
them causing more conflict (Kraft, Goin, 1998).
From a psychodynamic perspective, it is recognised that splitting may come 
from the inner processes of a client, however staff teams need to accept that 
splitting may have another meaning for their team and explore what is behind 
the splitting (Bateman & Tyrer, 2004).
It has been argued that splitting can represent countertransference feelings 
within the multidisciplinary team where clients are seen as being a “specialist” 
in behaving in a different manner with different members of staff creating 
mutual disagreement (Koekkoek et al. 2006). It can also be thought about as 
magnifying pre-existing tensions as staff react to the way they have been seen 
as “good” and “bad” by the client (Kraft Goin, 1998).
However, splitting can be viewed as a failure within interpersonal 
communication and support within teams which is being externalised and 
attributed to an external source (ie. the client) (Linehan, 1993). It is these last 
points that make me believe that teams need to look hard at themselves as 
well as their clients to fully understand their 
conflicts.
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Tensions in Managing Risk (Suicide and self-harm behaviours)
Fagin (2004) states that the response to self-harm is a major source of 
arguments within teams and I feel it is easy to see how some of the 
frustrations and tensions discussed earlier become exacerbated at times 
when a sense of urgency and need for safety prevails (Munich & Allen, 2003).
Self-harming and suicidal behaviour is common among this group of clients 
and clinicians can often feel a burden of responsibility to manage the clients’ 
well-being and safety. Alongside this they have the emotional impact of 
hearing or seeing the amount of distress and pain that the client is in.
36
Differing views and understanding that clinicians take to suicidal and self- 
harming behaviour will impact significantly on how it is responded to. For 
those clinicians who are viewing these as “manipulative” and “attention 
seeking” then there is less thinking about the derivation of these behaviours 
(Aviram et al. 2006). However, I recognise that this needs to be put in the 
context that it can create fear and shock in staff and that these initial reactions 
may also drive a particular response.
Some nurses have said that they distinguish between those that intend to kill 
themselves and those that do not and feel that the former are more worthy of 
care and empathy (Horsfall, 1999). This allows little room for sharing the 
understanding of other team members who may see clients’ behaviour as 
attempting to alter difficult emotional states and can utilise this thinking within 
therapeutic or supportive work with the client (Markham, 2003).
The need to admit a client to hospital may be taken as a containment option 
(Fagin, 2004). Although this may be a necessary course of action and quick 
decisions may have to be made, it could be that different disciplines have their 
own crises management approaches (Plakun, 2001) and this may be counter- 
therapeutic for another clinician’s work. For example, a psychiatrist may take 
over the treatment responsibility and admit a client to hospital without 
consultation with the therapist or psychologist who is working with the client to 
promote coping skills, so that they have the capacity to stay out of hospital 
(Bateman & Tyrer, 2004).
However, the reverse is true, in that clinicians may view their role as solely 
providing therapy to the client and split this off from taking a role in managing 
the client’s safety. Subsequently they delegate responsibility for the safety and 
survival of the client to the psychiatrist. This process of splitting suicide from 
therapy will even allow them to take the view that the therapy is going well and 
they continue again after the client is treated (Plakun, 2001).
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In thinking about the longer term approach to creating a positive outcome for 
clients who self-harm or attempt suicide, some work has been done on how 
there may be therapeutic benefits in professionally indicated short-term risk- 
taking (eg. Krawitz et al. 2004). This is thinking about how there needs to be 
a balance between protecting the client from suicidal actions (the short term) 
but finding alternative ways for them to manage their distress so that they can 
learn new methods of coping (the longer term) (Krawitz et al. 2004).
It is easy to see how the concept of “risk-taking” may make clinicians anxious 
and I feel it may be helpful to put this in the context of what we as mental 
health clinicians are asked to do everyday, make a clinical judgement “which 
is consonant with the patient’s therapeutic interests” (pp.619, Bongar, 1992). 
However, it is perhaps understandable that judgements may represent a more 
cautious approach, based on a lack of consensus in the team, than that which 
is advocated therapeutically. Linehan (1993) argues, that cautious 
management of suicidal behaviour can actually escalate the very behaviours 
that are trying to be reduced through therapeutic treatment
A professionally indicated risk-taking approach however will only work if 
certain criteria are met. It requires an individualised treatment and 
management plan which the client has consulted to and agreed. From a team 
perspective it requires a shared responsibility of support and risk which has a 
multidisciplinary focus and agreement. Organisational protocols will also need 
to support this process so that clinicians are aware of the limitations of what 
can and cannot be done (Kratwitz et al. 2004).
Tensions between Different Roles
Assessment and treatment options will differ whether they are based on 
categorical diagnosis or dimensional definitions. Formulation can add to 
diagnostic information by giving a contextual and explanatory framework 
(Alwin et al. 2006). Although clinical psychologists are trained to formulate and 
so are in a good position to provide this approach, they must be aware that 
they cannot solely provide treatment either. Clients with BPD are likely to have
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socially based difficulties and housing, employment and social work 
professionals will also need to be brought into the planning approach 
(Snowden & Kane, 2003).
However, clinical psychologists may be viewed by other team members as 
being the ‘expert’ on BPD because their training will have enabled them to 
have a good grounding in personality and developmental psychology and 
trauma. In addition, most of the empirically based effective treatment is 
developed by psychologists (Alwin et al. 2006).
Subsequently clinical psychologists (or a trained therapist in the team) could 
find themselves being left feeling responsible for everything and under 
pressure to solve all of the clients’ problems. This sense of responsibility may 
come from the client, who wants someone to be responsible for their 
emotional pain (Markham & Trower, 2003), from the team and indeed from 
other agencies (such as social services, probation and housing) who have 
placed an expectation on them to provide care and treatment (Dunn & Parry, 
1997). This can lead to isolation for the clinician and potential to “burn out” 
from the pressure which has been placed on them (Markham & Trower, 2003).
I think it is helpful here to illustrate this point with an example by Munich and 
Allen (2003) which considers the relationships between nursing staff and 
therapeutic/service development staff in an inpatient setting. They looked at 
how the differences in how the two staff teams perceived their roles and work 
with clients could create mistrust and misunderstanding between the 
professional groups.
Nursing staff felt their role was to take responsibility for the structure of the 
environment and make this safe and functional for the treatment process 
(taking an internal view). Therapeutic staff’s role was to coordinate 
assessment and treatment plans within the context of updating treatment 
approaches based on their understanding of knowledge and practice outside 
the unit (taking a view of the world outside).
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Clients put nurses under pressure by re-enacting their working models of 
attachment to maintain stability in their internal worlds. However, nursing staff 
viewed their therapeutic involvement as providing the cohesive milieu and 
maintaining this stability. Therapeutic staff saw a need to intervene and disrupt 
these patterns of interpersonal relating in order for the client to find less 
distressing ways of coping and relating.
Both staff groups felt the other was making their work difficult, not only 
because they kept adhering to their therapeutic models but also because they 
failed to share this with each other. This led to suspiciousness about their 
intentions and severe tensions in the staff team as a whole.
Although this example was not solely about working with clients with BPD, 
what really stands out is that is hard to separate out aspects of care when an 
overriding aim of treatment is to help provide integration for client (Bateman & 
Tyrer, 2004). Iatrogenic damage (adverse effects from clinical input) can occur 
as a result of a diffusion of responsibility by the multidisciplinary team 
members. (Koekkoek et al. 2006).
Helping solve tensions
In thinking of all the challenges that working with clients with BPD present to 
clinicians, I have kept being reminded of the importance of supervision. In this 
last section I discuss this subject, thinking about this for the individual clinician 
and for the team.
Individual Supervision
Clinicians are often unsure how to manage the emotional impact that dealing 
with clients in this amount of distress can have. Appropriate supervision can 
help them identify and understand the underlying factors of their stress. I think 
Kurtz (2005) helpfully puts it that supervision needs to distinguish between 
reflective supervision which enables the supervisee to think about the impact
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of the work on them and management supervision where clinical activity is 
monitored.
The former may give space to think about transference and 
countertransference and how staff are responding or should respond to the 
client. On reflecting on my working with a male client with BPD, I used 
supervision to think about the impact of myself being a female clinician and 
how that may have affected transference in our interpersonal relationship. In a 
session, he told me he was physically attracted to me and felt like we were 
having a romantic relationship. Through exploring this, I was able to help him 
see that it was the caring (link to mothering role) nature of our relationship that 
he craved and we were able to think about this in the context of his 
relationship with his mother whom he had little contact with as a child.
Often staff can fall into an abused/abusive dynamic and supervision can offer 
somewhere safe to discuss their experience (Dunn & Parry, 1997). It can also 
help clinicians explore any negative views about clients with BPD and to 
challenge some of these beliefs. By allowing a discussion of research 
evidence on effective treatments, it may help clinicians to see clients as 
treatable (Bateman & Tyrer, 2004)
Supervision enables clinicians to think about the limitations of their own 
experiences and of their own discipline’s perspective and can reinforce the 
importance of multidisciplinary perspectives (Kurtz, 2005).
Supervision for the Team
Lieberman et al. (2001) states there is very much a need for a common frame 
of reference and treatment philosophy within multidisciplinary teams. This will 
enable pressure to be taken off individual members and values to be placed 
on the views of different professionals and disciplines. Bergman & Eckerdal 
(2000) claim that clinicians found ambivalence between different members of 
the team as a real stumbling block for team functioning.
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Group supervision enables the team to think about their shared perspective 
and gain a shared understanding. I feel that a main benefit is that it enables 
the team as a whole to reflect on their responses to clients and to each other. 
The sources of conflict can be identified and cross-skills learning between 
clinicians of different disciplines will help create examples of joint working. The 
supervisory process needs to include senior managers as all levels of the 
team are just as susceptible to get involved in counter-therapeutic practice 
(Kurtz, 2005).
Sometimes teams may find it difficult to gain new perspectives because they 
are so immersed within the tensions and defensive processes that exist. 
External consultation may be helpful in this aspect although it can hard for 
external consultants to sometimes really get in touch with the anxieties of the 
team and they can be rejected by the team for being unhelpful (Kurtz, 2005).
Group supervision can include discussions on organisational policies and 
procedures as this will enable clinicians to be clear about the boundaries of 
their responsibilities. For example guidelines on responses to self-harming 
behaviour will help clinicians understand what different roles need to do. This 
will help to decrease anxieties and the tensions which lead to splitting.
Care Plan Approach (CPA) and thinking about Dialectical Behavioural 
Therapy (DBT)
I feel that the care plan approach (CPA) already in place in mental health 
services could be useful in removing some of these tensions. It could provide 
a realistic appraisal of what can and cannot be done. For example, many 
clients with BPD need long-term treatment (Koekkoek et al. 2006) yet this may 
not fit with the resources of the CMHT.
An agreement about measuring outcomes should also be made by the team. 
Consensus on what changes are important and how they can be reliably 
measured will help all the team to see improvements in treatment. (Alwin et al. 
2006). It is likely that modest treatment goals are required and clarification of
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this may ease senses of frustration and hopelessness when the progress 
appears to be slow (Tredget, 2001).
In my view, lessons could be learnt from teams specialising in DBT that has 
been much discussed in BPD literature. These teams are multidisciplinary yet 
sit firmly within a theoretical framework and outlook. They have a strong focus 
on consultation for the therapist to provide support and guidance. (Swales et 
al. 2000). Although I am not suggesting that all teams subscribe to the model 
itself, I feel thinking about how its components promote effective team 
functioning may help other multidisciplinary teams.
Conclusion
This essay started with a brief description of differences in conceptualising 
and diagnosing BPD and the empirical support for different aetiological 
perspectives. I used this to show how there a lack of agreed understanding in 
both of these factors and this means that different clinicians within 
multidisciplinary teams will differ on what they think' is best for managing 
client’s behaviours and providing them with treatment based on their 
professional and training experiences.
I have argued that these differences will lead to conflict and tensions in 
working with clients with BPD because they are exacerbated by client’s 
behaviours which are difficult for clinicians. However, I felt it important to 
differentiate between what can be difficult behaviours to manage and the 
negative labels of clients as “difficult”. The latter may lead to clinicians 
responding differently from their colleagues to behaviours which they view are 
“manipulative” and “attention seeking”.
However, these behaviours also create anxiety and tension both within an 
individual clinician and in a team, because of the risk of what the client may do 
to themselves and real concerns for their safety. At a team level, the anxiety 
and tension can lead to splitting as clinicians take on their different roles and 
make judgements about who is responsible for managing the behaviour. This
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diffusion of responsibility is supported by the client putting staff into “good” and 
“bad” categories as they fragment their feelings of distress within the staff 
team. Teams therefore need to focus on their tensions and dilemmas so they 
can be clear why they arise. However, I recognise this can be difficult when 
teams are immersed in their own behaviours.
Utilising supervision processes to form a common outlook is seen as a 
necessary process both for aiding team outcomes and the clinician’s own 
professional development and understanding. However, it is also vital for 
treatment success itself as “when common strategy is not shared between 
specialities and professions, even minor changes in routines by individual 
practitioners can have an influence on patient outcome” (Bergman & Eckerdal, 
2000, pp.251). Therefore as clinicians we should be constantly reflecting on 
the impact of our team working for both ourselves and for our clients.
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Problem Based Learning Reflective Account 1
The Relationship to Change
March 2006 
Year 1
Introduction
Tackling the Problem Based Learning (PBL) exercise “ the relationship to 
change” allowed me to think about changes that people make from a number 
of different perspectives. In writing this reflective account, I have used both 
hindsight and experience from my clinical placement to explore working as 
part of a group on the PBL, the process of change from the client’s 
perspective and for myself as a trainee clinical psychologist wanting to 
develop skills to become a competent reflective practitioner.
Understanding and tackling the original problem
Our first thoughts as a group when faced with the title of the PBL were ones of 
uncertainty and apprehension. The title appeared to be ambiguous and 
created a need to make sense of it and find a way to tackle the problem. 
Looking back on the uncertainty and apprehension created by a seemingly 
over-whelming problem within our group, helps me to reflect on feelings that 
may be experienced by a client when first coming to therapy.
I have worked with a number of clients who say they feel unable to see a way 
forward despite being motivated to want to make changes to their lives. I think 
that the experiences we had as a group towards trying to understand this 
problem and find a constructive and appropriate approach are important to 
hold on to when thinking about initial sessions with our clients. There is a need 
to empathise about the difficulties they are experiencing and to work with them 
to find goals that make sense and feel manageable. This is an important part 
of collaborative working and one which we made use of as a group during this 
task.
The first step we decided upon was to read about theories of change. This felt 
like a way of making it tangible and linking it to an evidence base. When 
working with clients, I have found it helpful to explore the theories related to 
specific problems and to models of therapy in order to help make sense of the 
presenting problem for both the client and myself.
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However, I recognise that it is a difficult skill to really try to appreciate how the 
client sees and understands their difficulties and not to simply fit them into a 
model. I am finding it helpful to learn about Socratic techniques and guided 
discovery in order to improve my practice in facilitating clients to think about 
how they would like to make changes.
In the PBL, we decided to use two models of change (The Transitional Cycle 
(Nicholson, 1990) and the Developmental Model (Hawkins and Shohet, 1989)) 
and see how these could be used to understand the changes that people 
made throughout their clinical psychology career (using answers from 
interviews we conducted).
The Transitional Cycle considers the transitions people undertake when 
making changes and the processes they go through which affect how well 
they adjust to their new circumstances (Nicholson, 1990).
The Developmental Model (Hawkins and Shohet, 1989) describes the four 
developmental stages that people go through as they gain experience in 
counselling psychology. These explain how psychologists can move from a 
self-centred approach to being more process orientated. Although we 
recognised that it was directed at counselling psychologists rather than clinical 
psychologists, we thought it was still applicable to think about the changes 
that we may go through in relation to our therapeutic work with clients.
Linking these models to stages of the clinical psychology career felt most 
pertinent to us being at the start of our training and wanting to know what 
helped other people make the changes that would be expected of us as we 
learnt. We also felt it would be important to see how people learnt to deal with 
the personal changes that occurred. This also felt salient to us as we 
discussed as a group what changes we had experienced on an emotional 
level and in our expectations from starting the course.
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With hindsight and reflecting back on these changes for me, I can see that I 
didn’t fully appreciate how difficult I would find starting the course. The change 
in role from one with a high level of management responsibility felt extreme 
and was accompanied by feeling of being de-skilled and unsure about my 
identity. This sense of loss is identified in the Transitional Cycle when people 
become involved in a new situation and can impact on their ability to learn to 
adjust (Nicholson, 1990).
Starting my placement and working with clients really benefited me feeling 
comfortable with my identity on the course and as a trainee clinical 
psychologist and it has been useful to reflect back on the personal change 
process for myself. I recognise that this is a continual process, which will help 
me to develop as a practitioner and to enable me to understand more fully my 
part in the therapeutic process when working with clients.
As we had not started our placements at the time of the PBL exercise, it was 
not possible to determine how the stages outlined in the Developmental Model 
(Hawkins and Shohet, 1989) would directly relate to us. With reflection now, I 
can see that Level 1 of the model is a useful way of explaining where I feel in 
my clinical practice. This level describes a self-centred approach where 
concerns about your own performance tend to take the foremost part of your 
thinking alongside anxiety and insecurity about your ability to fulfil the role 
(Hawkins and Shohet, 1989).
I feel that being evaluated and observed on placement means I am more 
aware of assessing my own performance. However, I have also learnt to 
discuss this apprehension with my supervisor and to listen to positive 
feedback in order to balance my view of my progress. Supervision is essential 
to improve my ability to reflect more accurately on my performance and 
anxieties related to this.
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Group Process
During the PBL, the group became very supportive and committed to working 
together. As a group, we reflected back on the differences within the group 
and felt that our diverse experiences, knowledge and ways of working prior to 
coming on the course was a significant difference.
On the whole, we worked well to recognise these differences and used 
negotiation effectively to function as a collaborative team to meet an end goal. 
However, with hindsight, I think we could have been more reflective about how 
those differences may affect our styles of approach to the task and whether 
people felt comfortable with what was being decided and how we worked to 
complete it.
We left preparing the presentation until right near the end and some people 
felt more confident and assured about this than others. Although we pulled 
together as a group and put in more effort in order to complete the 
presentation, this may have left some people, who liked a more organised and 
goal-focussed approach, feeling anxious about what exactly we were working 
towards and if it would be finished on time.
Thinking about this learning for our future practice, skills of collaboration and 
negotiation cannot be fully achieved without the recognition of difference and 
diversity and the reflection (including feedback from the client(s) and the 
therapist) of how this impacts on the therapeutic process and goals of therapy. 
This is essential in both an individual and group therapy context.
I have recently started to co-facilitate a Psychosis Recovery group on an 
acute in-patient ward and used the writing of group process notes to reflect 
back on the group dynamics and the impact of these on group members. For 
example, it has been interesting to observe and comment on differences when 
there is only one man in a group with women.
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Although the group members can change weekly, unlike the PBL group, I 
have used both experiences to develop more insight into thinking about what 
roles people take in groups and what that means for the functioning and 
progress of the group and for the individual group members involved in the 
group experience.
For myself in the PBL, I think that I initially struggled with a change in role and 
status within a group context. Previously, I had been used to leading groups 
and being the main decision maker. Looking back on the exercise, I felt at 
times frustrated with these changes and unclear at what my role should be 
and how I should interact with others. I do not think I reflected on this at the 
time and in the future, it may be helpful for me to be more open about these 
feelings with both the group and myself.
Presentation
When thinking about the presentation, the group decided to go for something 
which was creative and humorous. I think this reflected both a shared sense of 
humour within the group but also the level of trust and support which 
encouraged us to be creative in our expression of ideas.
Once we had decided on a style, the group became extremely enthusiastic to 
make the presentation as amusing as it could be. However, there was an 
underlying sense of the personal risk which we were undertaking by choosing 
an approach which required entertaining the audience with acting and jokes. 
On reflection, this personal risk would have felt different for each group 
member depending on their confidence in their ability in being able to present ; 
in this manner.
I think that my own personal risk was in standing in front of the course and 
having to act as I became anxious about the response I may get from the 
audience. With hindsight, I think it felt more manageable because I knew the 
person with whom I was acting. I also trusted the rest of the group and knew 
they would be there to support me.
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This showed again the cohesiveness of our group, which was further 
demonstrated in deciding who did what part of the presentation. There were 
some group members who felt more confident than others with different roles. 
Through them being able to share their anxieties with the group, we were able 
to find ways of everyone taking part to the level they felt comfortable with.
Reflecting on work with clients, I have observed the benefits of providing a 
supportive and non-judgemental approach in terms of how far clients are able 
to take some personal risks. I have seen clients who have experienced great 
difficulty after they had told me something personal and been able to reflect 
back to them how hard that must have been for them and the risk they took to 
do that.
I can also draw learning points from our group experience in understanding 
the importance of establishing trust and rapport to encourage clients to take 
part in behavioural parts of CBT therapy. Here they may challenge themselves 
to do something which creates great anxiety and indeed may have been 
avoided for some years. I think it is important not to forget the meaning of 
those personal risks to clients and to be able to congratulate them on their 
courage for being willing to engage in therapy in the first place and for tackling 
difficult situations which arise throughout the therapeutic process.
Conclusions
Reflecting back on the PBL task and my experience in writing this account 
makes me really acknowledge that change is not easy and yet we work in an 
environment where it is expected; clients are expected to make changes and 
we are expected to make changes as we develop in our careers. I think that 
being able to reflect is vital to how we manage those changes and to learn 
from our past experiences. However, I recognise that it is not an easy task or 
one that ends at the end of our training course.
55
I feel I will continue to benefit from developing skills of self-reflection on a 
personal level and on my clinical practice. Learning to understand and reflect 
back to clients the difficulties they experience in adjusting and adapting to 
change will also aid their progress in their therapeutic work.
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Problem Based Learning Reflective Account 2
Parenting and Learning Disabilities
March 2007 
Year 2
Description of the Problem
The Strides were a white British family with twin girls (aged 3) who had been 
placed in foster care due to continued concerns about risk from their parents. 
They were on the child protection register for emotional abuse and neglect. 
Mrs Stride had mild learning disabilities and Mr Stride had attended a school 
for children with special educational needs. They were not able to read or 
write. They lived in poverty.
Mr Stride had been physically abusive to Mrs Stride. This had been witnessed 
by the children. Mrs Stride had children from a previous marriage but they had 
been adopted due to the violence of her first husband.
Mr and Mrs Strife had numerous services involved and were provided with a 
family support worker but the worker was not trained in working with parents 
with learning disabilities. They were offered parenting classes but had not 
attended regularly. Mr and Mrs Stride wanted their children returned to their 
care but the Local Authority felt the children should be adopted because they 
could not be adequately cared for by their parents.
We were told that the Children’s Guardian had asked us to provide a risk 
assessment and a rehabilitation plan, if appropriate. In general, we were 
asked to consider ‘Whose problem is it? Why?’
Understanding the problem
Based on initial discussions, we saw the problem as having two main 
components: the risk of the children from abuse and neglect and the needs of 
the parents. We agreed to research both of these areas so that we had a 
clearer understanding of the arguments before we decided how we would 
present it. One group member felt strongly that the parents had been let down 
by services and we thought it would be interesting to think about diversity by 
emphasising how this case might be perceived differently to other child 
protection cases because the parents had learning disabilities.
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We decided that as well as presenting both viewpoints, we would make a 
decision as to where the children should live. We felt that it would be a useful 
learning point to evidence what usually happened in cases where parents had 
learning disabilities. Booth et al. (2005) stated that 80% of children with 
parents who have a learning disability are taken away from them. We felt this 
would be an emotive and thought-provoking conclusion to our presentation.
This statistic highlighted to me, the role we may take as clinical psychologists 
in working with others to think about individualised assessment and 
intervention plans in services' responses to clients. I reflected on the 
awareness I have developed on my child placement about the importance of 
the system around the client and thought this would be helpful to me in the 
future when identifying what problems are arising in the system of services 
which are being offered.
Format of presentation
For the presentation itself, we decided that a role play of a court room debate 
would enable us to highlight the contrasts in the arguments between the two 
viewpoints. It enabled us to think about assessing risk and the difficulties for 
children being brought up by parents with learning disabilities as the original 
problem asked, but also draw in issues of diversity and the provision of 
services for people with learning disabilities. We furthered the inadequacy of 
services debate by imagining that the family were deaf and likened the 
experience of them having a support worker who could not sign to the Stride 
family who had a support worker not trained in working with people with 
learning disabilities.
We had two psychologists as witnesses and two lawyers representing each 
side of the debate. We structured the legal arguments with reference to the 
“Valuing People” white paper (Department of Health, 2001), the Disability 
Discrimination Act 2005, the Human Rights Act 1998 and the Children Act 
2004 as we felt that it was important to be aware of the laws that we are 
working in as clinical psychologists. At the end, the judge ruled that the
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children would remain under care of the local authority and quoted the Booth 
et al. (2005) statistic to emphasis the reality of this decision being made.
Personal and Professional Learning
When we were first faced with the problem we were aware of the complexity 
of all the factors involved. However, as a group I feel that we did not allow 
ourselves to become overwhelmed by the extent of the problem and were very 
focussed in our discussions about how we could best tackle it. This showed a 
considerable shift in us from the first PBL where we spent a long time worrying 
about what the problem meant and how were we supposed to solve it.
We were very quickly able to sort through the information and understood that 
we needed to prioritise some of it in order to tackle the problem. I think that 
this reflected a growing confidence in our capabilities as clinical psychologists 
and a sense that we did know what we were doing and could act on this belief. 
It is hard on a training course when you are being assessed all the time, not to 
get anxious about what is expected from you or wondering if you are getting 
something wrong, However, I feel that we had all learnt to reduce (or contain) 
this anxiety so we were not constrained by it.
For me personally, this reflects a real development in my own learning. I have 
now started to recognise that I do not have to know everything to be a 
competent clinician and have seen a real increase in my confidence on 
placement. I have also felt less anxious that my clinical skills will be judged 
negatively by others, which has enabled me to be more forthcoming with 
suggestions for therapeutic work in my supervision sessions.
In our CDG group, we reflected on our development and all agreed that we 
were no longer just concerned with what we are supposed to do in the next 
session with a client but were thinking more about the context that we work in 
and how we adapt to that. We had become more aware of the different levels 
of our role as a clinical psychologist, as being a member of multidisciplinary 
teams (MDTs) and an advisor or consultant to others. Our conversation in a
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recent CDG about our position in the NHS has also reflected this shift in our 
thinking.
Making Decisions as a group 
Use of cooperation and competition
As a group we made decisions quickly, both about the process of the work 
and also about the content of the presentation. This was influenced by both 
our values as a group and also the social context within which we were 
making those decisions (for a learning exercise and presentation) (Van den 
Bossche et al. 2006).
We showed good skills in collaboration and took equal responsibility for 
researching information in the beginning and for writing our parts of the 
presentation. I think we were able to do this because we place a high value on 
cohesiveness as a group. In the research, cohesion has been defined as both 
task (commitment to achieve a goal) and social (emotional bonds of 
friendships in group) (Van den Bossche et al. 2006). I think that our group 
values both these types of cohesion and this meant that even when we 
introduced the nature of competition (having two sides to the court debate) the 
competitiveness was contained within the group.
This process was underpinned by the diverse experiences and knowledge that 
our group has from previous work and placements. This enabled us to use a 
variety of perspectives to reach a common understanding of the problem 
(Amason, 1996). One of our group members was a mother and was able to 
draw on her personal experience of how adults place expectations on 
themselves as parents to understand how Mrs Stride may have had higher 
expectations to be a good mother because she felt under scrutiny by services.
In thinking about MDT working, a sense of conflict and competitiveness may 
arise from the differing professional perspectives of members of the team. 
Clinicians are working to different theoretical models, with possible competing
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priorities and this may not always be contained within the team. As a group we 
have discussed our experiences of working in MDTs on placement and seen 
that differing opinions can sometimes become dysfunctional and can take on 
emotional or personal disputes. This is what Amason (1996) describes as 
‘affective conflict'.
However, my own placement experiences have been that these differences go 
alongside cooperation between team members and I think that this is similar 
to how our group functioned. I feel it was the absence of ‘affective conflict’ in 
our group that meant that opposing viewpoints helped us to develop our 
understanding of the problem rather than compete with each other personally 
(Amason, 1996).
Social Context of Decision making
The social context of the decision we made was for a PBL exercise and 
presentation. I wonder what differences there would be if this problem 
occurred for us in a “real life” situation and how we would deal with them? I 
think it would have added to our learning to think about our reflections on the 
impact on us personally of the decisions we made. Although I think the 
decision had less impact as it was part of an exercise, it still would have been 
useful to think how we would manage the responsibility for making a clinical 
judgement in a complex case like this. In this exercise we could shrug off that 
responsibility, but we will not always be able to do this and it may have been 
helpful for us to reflect more on this.
Despite us making a decision as to what our overall conclusion would be, 
even this was hard initially and I was among some of the group who wanted to 
“sit on the fence” and not decide what should happen to the children. 
However, we felt that we should give a definite conclusion and I think that this 
again reflected an increase in our professional confidence that we could make 
decisions and stand by them. Personally, I felt more comfortable with leaving 
a decision unmade as I think that I can sometimes take a middle ground in a 
group for worry about upsetting other people. I am aware that this thinking still
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needs to be challenged as I will be expected as a qualified psychologist, 
working in a MDT, to make decisions and solve problems in a Way that others 
may not agree with.
We discussed how often our decisions may have to be made in the context of 
what could be offered by services. We thought about what we might like to 
see happen with the Stride family, in terms of being offered an appropriate 
range of services but whether that would differ from what might really happen. 
In terms of working within the NHS where funding cuts and changes are 
prevalent, I think that this it is important for us to be aware of the internal and 
external struggles we may face when trying to make the best decisions for 
meeting our clients’ needs.
Conclusion
Reflecting on this PBL exercise has enabled me to see the development of 
skills in both our CDG group and in me personally. There is a stronger sense 
of confidence in our own abilities and this was demonstrated by our clear 
focus to understanding the problem and finding a way to solve it. I think that 
maintaining cohesiveness as a group is still an integral part of our group 
values and that in this exercise this helped us to contain competition between 
the members. I found it useful to reflect on the importance of the social context 
of making decisions. However, I think as a group we could have been more 
reflective on the personal impact of making clinical decisions and how that 
may affect our working practices with colleagues in MDTs.
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Problem Based Learning Reflective Account 3
Older Adults
February 2008 
Year 3
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Introduction
In our Case Discussion Group (CDG) we discussed our ability as clinical 
psychologists to both stand ‘outside’ of a group and reflect on what is 
happening and to stand ‘inside’ and reflect on what is happening with us as 
part of that group. I decided that using these ideas would be a useful context 
for this reflective account of our Problem Based Learning (PBL). This is not 
only because I think it links clearly to exploring group processes in the PBL 
and in our teams on placement, but also because I recognise that I find it 
easier to do the former than the latter and wanted to reflect more on my 
understanding of this within this account.
The Original ‘Problem’
The PBL exercise focused on a scenario with a 72 year old man (Mr Khan) 
and his family. The family were concerned about their father’s memory 
difficulties and questioned his ability to look after himself. Mr Khan was from 
Pakistan and had strong links to his local Muslim community until he had 
fallen out with the Mosque regarding his wife’s death, nine months ago. There 
were conflicts within the family surrounding the younger daughter who had 
married a man who was European. It was this daughter who had approached 
services for help.
As a group we decided to highlight various aspects of the situation for Mr 
Khan and his family and think about the complexities of engaging him with 
services that he may not have asked for. This can be a frequent scenario in 
many services, such as child and older adults where often the carers ask for 
help rather than the client themselves. The PBL highlighted an ethical 
dilemma that I have also had to face on my older adult placement about the 
need to be clear about the wishes and needs of the client but place this within 
the context of their wider system (their family who are caring for them). As I 
have found, this can lead to having to negotiate the expectations and different 
outcomes that each of those involved is looking for.
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I think an important point for our learning was acknowledging the diversity in 
culture and religious beliefs between Mr Khan and us. We were all white 
British or Irish and none of us were Muslims. One group member spoke to a 
team member from placement about the role of the Mosque for Muslim 
families and how they rely on their religious network to help with difficulties 
before approaching more medical-based services. This helped us to think 
about possible difficulties of engaging Mr Khan with services but also build a 
comprehensive case formulation to include Mr Khan’s wider religious system 
and the impact on him of losing his social support and peers from the Mosque.
We decided our presentation would represent a team meeting. The 
presentation was not scripted although each group member had a different 
area to raise. We also nominated a Chair of the meeting to be responsible for 
time keeping and pulling the meeting together. I think there were some clear 
reasons why we chose this type of presentation and will talk about these next.
The Process of the Presentation
Last year in our CDG, we experienced some conflict between us and had 
explored how different group members felt that they were treated within the 
group. Although we had worked to resolve the conflict, I think this experience 
influenced how we approached this PBL exercise.
Although we met to discuss the PBL, these meetings felt quite forced as if we 
were meeting because we had to, rather than enjoying working together. This 
had a different feel from previously, when our presentations had more of a fun 
quality about them. We quickly decided some key areas to focus on and each 
person agreed a section to research and feed back on.
When we met to discuss the format of the presentation, we found that we kept 
engaging in a free flowing dialogue about Mr Khan and his family with each 
person adding in information from the area they had focussed on (e.g. 
diversity, bereavement, different family perspectives, dementia). We decided it 
might be interesting to present this process but as a team meeting, which
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represented a situation that we will regularly find ourselves in as clinical 
psychologists. The only thing that was less spontaneous was an agreement of 
the key themes which people would need to include.
Although I think this showed a confidence in our learning to present in this 
manner, I have also questioned whether it may have represented a lack of 
trust in each other as a group. At first, I thought there was a paradox between 
us not trusting each other and yet doing a non-scripted presentation that could 
go wrong in front of our audience. However, on reflection, I think we felt that 
taking a risk on the presentation, almost being impulsive, was preferable to 
being close together and working collaboratively.
Trust and Motivation
I think the position we found ourselves in as a group at the time, may have 
influenced our motivation to engage in the whole process of the PBL. Dirks 
(1999) claims that trust seems to influence how motivation is “translated into 
group process and performance” (p453). He writes that in groups with low 
levels of trust, motivation becomes more focussed on individual efforts. I think 
this may have occurred in our group and that group members focussed on 
providing their part of the presentation and what they needed to do to pass 
this assignment.
Personally, I think I had ambivalent feelings about trust towards members in 
my group. On one hand, I felt that people wouldn't let each other down 
(particularly in public), yet, I also had an uncertainty about whether I would 
need to take a more active role to keep the presentation going. I think this 
reflects a general view of mine of needing to feel in control of a situation and a 
difficulty on relying on others to do this. I find that often in our CDG group I will 
take responsibility to keep the discussion going. However, I think this can 
sometimes be helpful as my diplomatic style of approach can facilitate difficult 
discussions.
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Dirks (1999) talks about trust involving both dependability and predictability 
and in thinking about my recent experience of difficult team dynamics on 
placement, trust appears to be a key issue for them too. At a recent team 
meeting, there was a lot of anger expressed about someone not attending the 
meeting. What appeared to be behind the anger was a sense of people not 
feeling important to others, coupled with being overwhelmed by workload.
It seemed to me that there was a lack of trust that other team members would 
respond to these anxieties and could be depended on to relieve the distress. I 
think this was exacerbated by the lack of a team manager as there was no 
single person who had the authority to not only hear the anxieties but act on 
them. In the PBL, I think we made an active decision as a group to have a 
confident group member pulling our meeting together in the presentation. I 
think this was a way of containing our anxieties about presenting as a group, 
although we did not voice this explicitly.
Going back to my placement, what was really noticeable was when an 
academic meeting was being organised (involving team members presenting 
to each other), some team members struggled to see the benefits to the 
service or to the service users we work with in doing this. Instead, individuals 
appeared to focus on it being another thing they had to do. I think this might 
be another illustration of how a lack of trust plays a part in moving team 
members' motivation to individual goals and away from the team’s learning 
potential (Dirks, 1999).
Learning about learning from the PBL
In writing this account, I have learnt that I find it harder to use my imagination 
in exercises like the PBL to really explore my emotions and feelings that the 
situation may evoke. I have thought about this using Kohl's (1984) learning 
model that shows that “learning becomes experiential when events are 
transformed into experiences” (Kreber, 2001, p219). Kobl (1984) states this 
happens on two dimensions with dialectical opposites. These are ‘prehension'] 
how someone views an event (the two ends are ‘concrete experience’ (felt
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qualities of an event) and ‘abstract conceptualisation’ (conceptual 
interpretation of an event)) and ‘transformation'] how someone learns from an 
event (the two ends are ‘active experimentation’ (manipulating external world) 
and ‘reflective observation’ (internal reflection of event)).
I think I have a tendency to compartmentalise my learning so in the case of 
the PBL, I view it as a concrete academic exercise and find it less easy to 
transform by ‘reflective observation’ in to something I can connect to 
emotionally. In contrast, when I am on my placement with older people I am 
acutely aware of how this highlights my own fears of getting old. However, I 
did not experience the same feelings within the PBL, despite the same 
aspects of aging arising. As affect is important in experiential learning (Yorks 
& Kasl, 2002), I think it is important for me to think about I can expand my 
learning style to make the most of different learning settings.
Thinking about my group, I can see a range of different learning styles being 
present. However, what we did not discuss was whether the group processes 
I have explored earlier inhibited our own learning and connection to this PBL. 
We thought about the perspectives of different people within the Khan family 
to their situation, yet did not parallel this with our own perspectives about what 
the PBL meant to us either in our discussions or within the presentation. I 
think my own difficulties in connecting emotionally to the learning would mean 
that I am less likely to start these discussions with my group about their 
affective experiences or may limit what I bring to those discussions so other 
group members may be left wondering what I really felt about the experience.
If I think about this wider than the PBL, I am aware that this is linked to a more 
general difficulty in allowing myself to explore my emotions. I am able to 
reflect that I find it harder to share with others the contents of my thoughts and 
feelings. Within this account and others I have written, I am aware that my 
thoughts about how I am viewed by others means I censor what I write. It 
does not feel like a safe space for me to fully explore my own feelings with an
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unknown audience, bearing in mind these are read by different staff members 
and then published in our portfolios.
What I feel would be helpful for my clinical practice is to continue to develop 
my ability to stretch my imagination within different learning settings and 
encourage my own reflection as this “gains insight not only into self- 
awareness, but also a more detailed understanding of the client” (Chinn, 2007, 
p13). It may be helpful to think how I could explore this further in supervision 
and maybe reflect on what I gain from the learning process of supervision 
itself.
Conclusion
I have structured this account to include reflections on group processes both 
from standing outside the group and by placing myself within the group to 
think about my experience and interactions with others. This has also included 
thinking about the team I am on placement with and also thoughts of my own 
struggles with reflection in a wider context than this exercise.
This PBL has also encouraged me to think about my own approach to 
experiential learning and individuals’ different learning styles. I think that 
furthering my awareness of this is beneficial not only for my own clinical and 
personal development but also in the context of a future role in providing a 
learning experience to those I supervise.
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Summary of Case Discussion Process Accounts
Case Discussion Process Account 1
September 2006 
Year 1
Case Discussion Process Account 2
July 2007 
Year 2
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Summary of Case Discussion Groups Process Account
Year 1
Case Discussion Groups (CDGs) gave us the opportunity to reflect on our 
clinical practice and promoted theory-practice links through discussion of 
cases and sharing our learning experiences. Seven of us met fortnightly with a 
facilitator
Group Members and Expectations
Our group consisted of a diverse range of people in terms of age, culture, 
gender and previous experiences. This acted as a significant strength in that 
people brought with them a range of knowledge. I reflected on how diversity 
can influence our perception of other people and how I held my own existing 
assumptions and perceptions about how we would function as a group.
Group Cohesion
One of the main functions that ran consistently through our group was the 
provision of support and encouragement to each other. However, I reflected 
that our cohesion could have also been due to our avoidance of conflict.
Changes in our group
We had two significant changes within the year. A co-facilitator joined our 
group half way through and we discussed how the similarity in style between 
our two facilitators made the transition more comfortable for us. A group 
member left at the end of the year and we took time to discuss what this loss 
meant to us.
Personal and Professional Development
I felt that our collaborative approach to learning represented a key feature of 
multi-disciplinary team working. A wide variety of experiences and knowledge 
can lead to unique and valuable contributions from the various disciplines. On
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placement, I had observed my supervisor regularly co-working and providing 
resources for other team members
In terms of my own development, I believe that the group enabled me to have 
a stronger belief in myself, in my clinical practice and increased my confidence 
in my own abilities.
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Summary of Case Discussion Group Process Account
Year Two
Due to a group member leaving, six of us met fortnightly with a new facilitator. 
This year represented a challenging time for our group and was reflected on in 
my process account.
Using the group for support and learning
As a group we chose a more self-directed approach to our CDG discussions 
this year. We discussed our anxieties about starting new placements and 
responded to each other by sharing our personal and clinical experiences 
from different placements.
Thinking about us in wider systems
We discussed our future role as clinical psychologists within multi-disciplinary 
teams. I think our conversations reflected some of our uncertainties as to what 
changes to the future practice of psychologists might happen. It also reflected 
the development of ourselves to thinking about us in the broadest context of 
our role, as being part of the health service.
Dealing with conflict in the CDG
In discussing difficulties within teams on placements, we recognised the 
parallels between these team processes and tensions which had arisen within 
our group. We chose to address this issue and talked about our current 
feelings about the group’s cohesiveness and whether group members felt their 
opinions were valued by the group. I reflected that perhaps our own 
frustrations had been displaced on to the group context but recognised that 
we did not address this at the time.
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My role in our group and the role of a psychologist in managing team 
conflict
I thought about the role that I took in the group and reflected on my own 
discomfort with conflict situations. Thinking about our future roles, I felt that 
our systemic and psychodynamic teaching provided us with a greater 
understanding and ability to formulate and work with teams in exploring 
difficult dynamics.
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Clinical Dossier
This section includes summaries of all five clinical case reports and a 
summary of the experiences gained on each clinical placement. Due to 
confidentiality, the full case reports are written in Volume II of the portfolio. All 
names and identifying information have been changed within the summaries 
to preserve confidentiality.
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Summary of Adult Mental Health Case Report One
Cognitive behavioural therapy with a man in his early 40’s presenting with 
symptoms of a post-traumatic stress-type disorder.
May 2006 
Year 1
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Reason for referral and presenting problem
Nadir was an Asian man referred for Post Traumatic Stress Disorder (PTSD) 
following an assault. Nadir had difficulties with concentration, suffered from 
flashbacks and frequently became angry.
Assessment and Initial Formulation
Measures Used: Interview, BDI, BAI, IBS1
Nadir scored in the severe range on the IBS and in the moderate to severe 
range on the BDI and BAI. His anger meant he presented as a high risk to 
others.
Nadir’s life history meant he held beliefs that the world was a safe place and 
people were helpful. The assault contradicted these beliefs leading to 
inconsistency when processing this new information with his existing world 
view. Neeraj was unable to emotionally process the trauma, thus experiencing 
intrusive images (flashbacks).
Intervention
I used exposure work for retelling and processing the trauma memories and 
identifying ‘hot spots’ (which caused the most distress). Cognitive therapy 
involved exploring Nadir’s appraisals and meanings given to the trauma and 
the impact on his current belief system.
1 BDI -Beck Depression Inventory. (Beck, Steer and Brown, 1996). BAI - Beck Anxiety 
Inventory (Beck and Steer, 1993). IBS stands for Impact of Events Scale (Horowitz et al. 
1979).
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Outcome and Reformulation
The work was still on going. Nadir was able to manage his anxiety in crowded 
venues and at the site of his assault. Nevertheless, he still struggled to cope 
with his conflicting views of the world and reported episodes of anger.
The initial CBT formulation was still appropriate to explain Nadir’s struggle 
with assimilating pre-existing beliefs with the assault.
Critical Evaluation
The work was strengthened by our good therapeutic relationship. A structured 
PTSD clinical interview may have added to the assessment.
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Summary of Adult Mental Health Case Report Two
Cognitive Behavioural therapy with a woman in her early 50’s 
presenting with low self-esteem and depression
September 2006 
Year 1
82
Reason for referral and presenting problem
Sonia was a white British woman in her 50’s referred to the CMHT with a 
history of depression (with a bipolar presentation). Sonia’s main difficulties 
were low self-esteem and a lack of confidence.
Assessment and Initial Formulation
Measures Used: Interview, BDI, BAI2
Sonia scored in the minimal range for depression and had no symptoms of 
anxiety. Sonia’s low mood was regularly monitored and she was aware of 
early signs of manic symptoms.
Sonia’s childhood experiences of parental bullying led to her struggling to 
develop a sense of self worth. This continued into her adult intimate 
relationships and she learnt that to be loved meant subjugating her own 
needs. She resented herself for feelings of weakness and these thoughts 
maintained her low self-esteem and depressive mood.
Intervention
I used CBT to help Sonia understand the origins of her low self-esteem and 
her behavioural patterns within relationships. We discussed Sonia’s core 
beliefs of worthlessness and her rules of living that placed high expectations 
on herself and others. Sonia and I worked on building her assertiveness skills.
Outcome and Reformulation
Sonia’s scores on the BDI and BAI stayed in the minimal range. She was able 
to be more assertive within her marital relationship and recognised her own 
needs were important. Additional information was added to the initial CBT 
formulation.
2 BDI -Beck Depression Inventory. (Beck, Steer and Brown, 1996). BAI - Beck Anxiety 
Inventory (Beck and Steer, 1993).
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Critical Evaluation
CBT helped Sonia to improve her self-esteem and confidence. I reflected that 
I could have utilised the formulation more in thinking about the process of 
therapy.
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Summary of Child and Adolescent Case Report
An integrative approach to working with a 12 year old 
girl presenting with OCD.
April 2007 
Year 2
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Reason for referral and presenting problem
Sophie was a white British girl aged 12 referred to CAMHS3 due to compulsive 
behaviours. These involved her repeating behaviours (e.g. looking in the 
mirror and turning on and off taps) or touching things.
Assessment and Initial Formulation
Measures Used: Interview, Diary by Sophie’s parents
Sophie initially was diagnosed with OCD by the psychiatrist. Sophie had 
speech and language difficulties so I used recommendations from her 
language assessment during assessment and intervention.
The OCD was precipitated by Sophie’s parents divorcing and moving. Sophie 
struggled to cope with these changes and needed to find a way to gain 
control. Sophie felt she could prevent things from changing by acting out her 
compulsions. This led to increased helplessness and anxiety (self-fulfilling 
cycle of OCD).
Intervention and Reformulation
I used exposure/response prevention to reduce Sophie’s compulsions using a 
hierarchy of anxiety-provoking situations. Sophie and I also externalised her 
OCD. During the intervention, I reformulated using a systemic model and 
Sophie and I constructed an alternative story where she showed resilience to 
overcome the OCD. I also explored family interactions with her parents.
Outcome
Sophie was able to control her compulsions 80% of the time and they 
interfered less in daily routines. Sophie’s anxiety based on the SCAS4 at the 
end of intervention was below the clinical level.
Critical Evaluation
3 CAMHS refers to Child and Adolescent Mental Health Service
4 SCAS stands for Spence Children’s Anxiety Scale. Taken from Spence, S.H. (1998). A measure of 
anxiety symptoms among children. Behaviour Research and Therapy, 36, 545-566. (Spence, 1998)
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I think the intervention helped the family adopt an alternative narrative of 
overcoming OCD. However, on reflection I could have worked harder to 
engage Sophie’s father in sessions.
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Summary of People with Learning Disabilities Case Report
An Extended Assessment with a man in his late twenties 
with Down’s Syndrome: An Assessment of his Capacity 
to make decisions on his food and diet.
October 2007 
Year 2
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Reason for referral and presenting problem
Michael was a white British man (in his twenties) referred to psychology within 
the CTRLD5 following concerns of his obesity. There was uncertainty as to 
whether Michael understood the health implications of continuing an unhealthy 
diet.
Assessment and Initial Formulation
Measures Used: WAIS-III,WMS-III, Adapted BDI6
I carried out an initial cognitive assessment, which indicated a significant level 
of intellectual and cognitive impairment. It is likely that Michael’s poor working 
memory and processing speed had the greatest negative impact on his overall 
general intellectual functioning.
Extended Assessment
Measures: Capacity to consent assessment based on Mental Capacity Act 
(2005) criteria.
Michael was given questions about food choices, healthy and unhealthy foods, 
exercise and risks to health from being overweight.
Results and Reformulation
Michael’s cognitive impairments influenced his ability to weigh up all the 
necessary information when making decisions about food. The main area of 
concern was his lack of consistent understanding of the consequences of his 
food choices. Based on Michael’s abilities on the four criteria of Capacity, I 
made a clinical judgement that Michael did not have the Capacity to consent 
to decisions on his food and diet choices.
Recommendations for Intervention
5 CTRLD - Community Team for People with Learning Disabilities
6 WAIS Ill-Wechsler Adult Intelligence Scale. Third Edition (Wechsler, D, 1997)
WMS Ill-Wechsler Memory Scale- Third Edition (Wechsler, D, 1997)
Adapted Beck Depression Inventory, (Smith, P, 2003),
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A Best Interests Meeting was held to discuss what support could be provided 
for Michael. Michael was asked to give his view on the options.
Critical Evaluation
The assessment was structured and adhered to Mental Capacity Act (2005) 
guidance. However, I could have better managed the feedback session with 
Michael following the meeting.
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Summary of Older Adults Case Report
A Neuropsychological assessment of an 83 year old man 
presenting with memory problems.
April 2008 
Year 3
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Reason for referral and presenting problem
Neeraj was an Asian man (aged 83) referred for a neuropsychological 
assessment following concerns over his worsening memory. An initial 
assessment had identified some minor cognitive deficits (scores of 89/100 on 
ACE and 26/30 on MMSE)7.
Background Information
Neeraj had a CT scan that showed age related changes. He had no history of 
heart disease or stroke, although familial history was indicated. Neeraj had a 
previous diagnosis of depression.
Hypotheses
Age-related cognitive decline, an acquired cognitive impairment, AD8, vascular 
aetiology and depression were all considered.
Rationale
Neeraj was administered the WAIS-III and a battery of standardised tests 
which assessed all cognitive domains. These were: Logical Memory Scale 
from WMS-III, NART-2, HVLT-R, Rey Complex Figure, TMT, Short Form 
Boston Naming Test, FAS, Category Fluency and GDS9
Findings
Results indicated a specific impairment in language and verbal (semantic) 
memory. The discrepancy between verbal and visual skills suggested an 
asymmetrical presentation. Although Neeraj had an acquired cognitive 
impairment it was difficult to determine if this was the start of a 
neurodegenerative disease.
7 ACE- Addenbrookes Cognitive Examination, MMSE- Mini Mental State Examination
8 AD- Alzheimer’s Disease
9 WMS-III-Wechlser Memory Scale-Ill (Third Edition) (Wechsler, D, 1997); MART 2- National 
Adult Reading Test Revised, (Nelson & Willison 1991);HVLT-R -  Hopkins Verbal Learning 
Test (Revised) (Benedict et al. 1998); FAS- Controlled Oral Word Association Test, (In Spreen 
& Benton, 1969) TMT- Trail Making Test, (Reitan, 1958j;GDS- Geriatric Depression 
Scale(Sheik & Yesavage, 1986)
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Recommendations
Neeraj was to be given a diagnosis of mild cognitive impairment (MCI), as this 
was the only clear diagnosis at this stage. I recommended further 
neuropsychological testing (next 9-12 months) and a MRI scan for an 
investigation of the asymmetrical appearance of deficits.
Critical Evaluation
I felt the assessment was a comprehensive neuropsychological assessment. 
However, the difficulty to establish a clear diagnosis (aside from MCI) may 
have reflected Neeraj’s relatively mild level of impairments.
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Summary of Clinical Experience on Placements
Summary of Adult Mental Health Placement
Setting
This was a year long placement in a Community Mental Health Team (CMHT) 
with adults aged between 18 and 65 years. Clinical work was undertaken in an 
out-patient clinic, an in-patient adult psychiatric ward, primary care group 
setting and in client’s homes.
Models
Cognitive Behavioural Therapy (CBT)
Presenting Problems/Issues
• Schizophrenia
• Bipolar Disorder
• Borderline Personality Disorder
• Anxiety
• Depression
• Post Traumatic Stress Disorder (PTSD)
• Alcohol Dependency
• Social Anxiety
• Obsessive Compulsive Disorder (OCD)
• Asperger’s Syndrome
• Psychosis
• Self Harm
Facilitation of Groups
• Psychosis Recovery Group (inpatient setting)
• Stress Management Group (Primary Care setting)
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Assessments
• Assessment Interviews
• Questionnaires: Beck Depression Inventory, Beck Anxiety Inventory, 
Impact of Events Scale
• Neuropsychological Assessments: Wechsler Adult Intelligence Scale 
3rd Edition (WAIS-III), Wechsler Memory Scale 3rd Edition (WMS-III)
Presentations, Training, Observations and Research
• Conducting a service related research project evaluating a carers group 
and presenting results at a team meeting.
• Trust wide training day on child protection and risk assessment
• Seminar on Asperger’s Syndrome
• Observation of other members of multi-disciplinary team and child 
protection meeting at school
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Summary of Child and Adolescent Placement
Setting
This was a six month placement split between two Child and Adolescent 
Mental Health Services (CAMHS) working with children and adolescents (up 
to the age of 17) and their families. Clinical work was undertaken in an out­
patient clinic, schools and a specialist Tier 4 service for adolescents.
Models
Cognitive Behavioural Therapy (CBT), behavioural, systemic, solution 
focussed.
Presenting Problems
• Anxiety
• Post Traumatic Stress Disorder (PTSD)
• Trauma experiences
• Self Harm
• Asperger’s Syndrome
• Behavioural difficulties
• Aggressive Behaviour
• Bereavement
• Parental divorce
• Cognitive difficulties
e Obsessive Compulsive Disorder (OCD)
Assessments
• Assessment Interviews
• Questionnaires: Spence Children’s Anxiety Scale, High Functioning 
Autistic Spectrum Screening Questionnaire (ASSQ)
• Neuropsychological Assessments: Wechsler Intelligence Scale for 
Children 4th Edition (WISC-IV)
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• Interview process (and use of questionnaire measure) for assessment 
of Asperger’s with psychiatrist
Presentations, Training, Observations and Research
• Presentation to CAMHS forum on standardised questionnaires for 
depression
• Observed family therapy and participating as part of reflecting team
• Participated as observer in Parent-Child Game
• Observation of EMDR by supervisor
• Observed group for children with cognitive and physical disabilities
• Day course on bereavement
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Summary of People with Learning Disabilities Placement
Setting
This was a six month placement split between a Community Team for People 
with Learning Disabilities (CTRLD) and one day a fortnight in an Assessment 
and Treatment Unit (ATU). Clients were aged between 18 and 65 years. 
Clinical work was conducted in an out-patients clinic, clients own homes, 
residential care homes, an ATU and a GP service.
Models
Systemic, behavioural and psychodynamic
Presenting Problems
• Anxiety
• Fear of Falling
• Parkinson’s disease
• Dementia
• Attachment and loss
• Memory difficulties
• Challenging behaviour
• Decisions on capacity
Assessments
• Assessment Interviews ,
• Questionnaires: Adapted Beck Depression Inventory, HALO
• Neuropsychological Assessments: Wechsler Adult Intelligence Scale 
3rd Edition (WAIS-III), Wechsler Memory Scale 3rd Edition (WMS-III)
• Structured dementia assessment
• Extended Capacity to Consent Assessment
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Presentations, training, observations and research
• Service development project at ATI). This followed an organisational 
change model and systemic formulation. Project was to introduce 
individualised key work sessions for clients in ATU on weekly basis. 
Project findings were fed back to ATU manager.
• Delivered two afternoons of training on therapeutic skills for ATU staff 
team
• Participated in challenging behaviour clinic with supervisor
• Attended Mental Capacity Act training
• Developed key work pack for working with clients with anxiety
(including staff resource pack)
• Visit to the specialist support team (working with clients with 
challenging behaviour).
• Visit to day centre
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Summary of Older Adults Placement
Setting
This was a six month placement in a Community Mental Health Team (CMHT) 
for Older Adults. The team worked with clients over 65 with dementia and 
clients over 75 years for functional difficulties. Clinical work was undertaken in 
an out-patients clinic, an inpatient ward, clients own homes, day services and 
residential care homes.
Models
Cognitive Behavioural Therapy, systemic and behavioural
Presenting Problems
• Depression
• Anxiety
• Bereavement
• Dementia
• Cognitive impairments
Assessments
• Assessment Interviews
e Questionnaires: Hospital Anxiety and Depression Scale (HADS), 
Geriatric Depression Scale (GDS)
• Neuropsychologicai Assessments: Wechlser Adult Intelligence Scale 
3rd Edition (WAIS-III). Battery of assessments including parts of 
Wechsler Memory Scale 3rd Edition (WMS-III), Rey Complex Figure, 
Trail Making Test, Short Version of Boston Naming Test, National Adult 
Reading Test (NART), Hopkins Verbal Learning Test, Mini Mental State 
Examination (MMSE), Addenbrookes Cognitive Examination, Key Search 
and Zoo map from (BADS), Hayling test.
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• Behavioural Observations of clients presenting with challenging 
behaviour
Presentations, Training, Observations and Research
• Presentation to older adults psychology group on cognitive approaches 
and techniques with older people
• Attended two CRD afternoons on working with older people
• Attended a CPD afternoon on different models of supervision
• Attended Specialist Interest Group on recovery model
• Observed supervisor in development of challenging behaviour service 
(attending steering group meetings)
• Attended presentation on neuropsychological assessment tests
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Summary of Advanced Competencies Placement:
Narrative and Systemic Therapy placement within Child and 
Adolescent Mental Health Service (CAMHS)
Setting
This was a six month placement based in a CAMHS service, split between two
hospital based sites. The service worked with children and adolescents (up to
age 17) and their families. Clinical work was undertaken in an out-patients 
clinic, clients own homes and in schools. The placement also involved being 
part of a fortnightly family therapy clinic.
Models
Narrative, systemic, family therapy, Cognitive Behavioural Therapy, 
behavioural
Presenting Problems
• Depression
• Anxiety
• Anger
• Autistic Spectrum Disorder
• Chronic Fatigue Syndrome
• Self harm
• Obsessive thoughts
• School refusal
• Cognitive difficulties
Assessments
• Assessment Interviews
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• Neuropsychological Assessments: Wechsler Intelligence Scale for 
Children Fourth Edition (WISC- IV)
Presentations, Training, Observations and Research
• Observations of family therapy
• Working with young people with substance misuse difficulties
• Attending fortnightly psychology meetings
• Attending regular neuropsychology supervision and peer supervision 
sessions
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Research Dossier
This section contains a research log, a service related research project, the 
abstract of a group qualitative project and the major research project.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions □ /
2 Carrying out a structured literature search using information technology and 
literature search tools
□/
3 Critically reviewing relevant literature and evaluating research methods □/
4 Formulating specific research questions □/
5 W riting brief research proposals □/
6 W riting detailed research proposals/protocols □/
7 Considering issues related to ethical practice in research, including issues o f 
diversity, and structuring plans accordingly
□/
8 Obtaining approval from a research ethics committee □/
9 Obtaining appropriate supervision for research □/
10 Obtaining appropriate collaboration for research □/
11 Collecting data from research participants □/
12 Choosing appropriate design for research questions □/
13 W riting patient information and consent forms □ /
14 Devising and administering questionnaires □ /
15 Negotiating access to study participants in applied N H S  settings □/
16 Setting up a data file □ /
17 Conducting statistical data analysis using SPSS □ /
18 Choosing appropriate statistical analyses □ /
19 Preparing quantitative data for analysis □ /
20 Choosing appropriate quantitative data analysis □ /
21 Summarising results in figures and tables □ /
22 Conducting semi-structured interviews □ /
23 Transcribing and analysing interview data using qualitative methods □ /
24 Choosing appropriate qualitative analyses □ /
25 Interpreting results from quantitative and qualitative data analysis □ /
26 Presenting research findings in a variety o f contexts □ /
27 Producing a written report on a research project □ /
28 Defending own research decisions and analyses □ /
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□/
30 Applying research findings to clinical practice □/
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Service Related Research Project
Helping Carers Develop their Coping Skills: 
An Evaluation of the Impact of a Carers Group
July 2006 
Year 1
Abstract
Objective: To evaluate an 8 week carers education and training group to 
determine the impact it had on carers’ coping skills and health and well-being. 
Participants: Participants were taken from two consecutive carers group. 
However, only those that responded to the questionnaires (n=18) were 
included in the carers group sample. Twenty five carers who were on a waiting 
list for a future group were asked to be control participants, but only 6 
responded.
Main Outcome Measures: Pre- and post-group questionnaires looked at 
expectations and evaluations of the group. A follow up questionnaire 
assessed whether carers had used the coping skills they had developed after 
a two and a half month period. The GHQ-12 was used to assess health and 
well-being and the Ways of Coping Questionnaire was used to assess styles 
of coping.
Results: No significant effect on well-being was seen as a result of taking part 
in the group. Some improvements were seen in positive coping styles (such 
as seeking social support and problem solving) although results need to be 
treated with caution due to small sample sizes. The group was seen as helpful 
in learning more about mental illness and the mental health system and in 
sharing experiences and difficulties with others.
Conclusions: Service developers should think about how they can extend on 
the learning from the group and improve response rates so that evaluation can 
be more conclusive. More research would also be useful to see if there is a 
negative impact on carers from attending groups.
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Introduction
Up to one and a half million people in Great Britain care for a relative or friend 
with a mental illness or type of dementia (National Co-ordinating Centre for 
NHS Service Delivery and Organisation Research and Development 
(NCCSDO), 2002).
Research has shown that between one-third and one-half of carers suffer from 
significant psychological distress (Oyebode, 2003). For many, the ‘burden* of 
care can lead to financial difficulties, impaired physical health and reduced 
social networks (Reay-Young, 2001). Emotional aspects of caring can lead to 
feelings of stress, depression and anxiety (Abramowitz & Coursey, 1989) and 
guilt and bereavement for the loss of the person that was previously known 
(Reay-Young, 2001).
Government policy has placed a high priority on meeting the practical, health 
or emotional needs of carers (Rethink, 2003). These are included in the 
National Service Framework for Mental Health (Department of Health (DoH, 
1999a) and the National Service Framework for Older People (DoH, 2001). 
The National Strategy for Carers, Caring about Carers (DoH 1999b) has also 
been introduced.
One way that services are trying to meet the needs of carers is through 
education and training groups which help carers cope more effectively with the 
demands of caring (Budd & Hughes, 1997). This is important from a health 
perspective for the carer themselves and can lead to a positive impact on the 
well-being of the person that they care for (DoH, 1999).
Studies of carers education groups have shown that they improve insight into 
mental illness and help carers see they are not alone in coping with difficult 
challenges (Budd & Hughes, 1997). They also enhance problem-solving and 
communication skills (Reid et al. 2005). Outcome measures have usually 
assessed burden, stress, coping, well-being and knowledge levels (Arksey et 
al. 2002).
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Bearing the findings of previous research in mind, this study evaluated a 
carers education and training group in a London borough with the following 
aims:
Aims and Hypotheses
1) To determine if the group changed carers' perceptions of their ability to 
cope.
2) To determine if changes occurred in health, well-being and coping 
strategies from before to after the group.
3) To compare changes in health and well-being and coping strategies 
between the participant and a control group.
4) To determine if carers used new coping skills after a follow up period (2Vz 
months) and what barriers they came across.
5) To determine what carers found most helpful or unhelpful about the group.
It was hypothesised that the group would provide carers with information and 
training which would lead to new ways of coping. This would be seen by an 
improvement in health and well-being and in coping styles adopted.
Method
Setting
An 8 week Carers Support and Training Group held weekly in the evenings by 
an outer-London Borough. Carers were invited through the Borough’s Carers 
Support Service. A clinical psychologist facilitated the group. (Appendix 1 
shows a breakdown of the sessions).
Participants and Response Rates
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Participants10 were from two consecutive carers groups (carers Group 1 or 2) 
and were classed as those who responded to questionnaires (n=18) rather 
than the number of group attendees. It was not known how many attended the 
first carers group (Table 1 shows the response figures).
People on a waiting list for a carers group were asked to participate as a 
control sample. Of the 25 people written to, only 6 (24%) responded.
Table 1: Response Figures for Carers Group Evaluation
Group Invited to Attend 
Group/Evaluation
Attended Group Completed
Pre-
questionnaires
Completed
post­
questionnaires
Completed 
follow up
Carers 
Group 1
16 Not Known 9* 5* N/A
Carers 
Group 2
18 9(full
attendance)
4(part
attendance)
9** 7** 3
Control
Group
25 N/A 6 3 N/A
*Given GHQ-12 and Ways of Coping Questionnaires (standardised measures) and 
demographic questionnaire only
** Given all questionnaires and completed at least part of set
Measures11
Demographic information was collected using a questionnaire which asked 
about ethnicity, age, gender, time spent caring and diagnosis given to the 
service user they cared for. Due to limitations on this questionnaire, some 
additional questions were asked about the service user on the post-group 
questionnaire.
The General Health Questionnaire (GHQ-12). (Goldberg, 1978) is a self­
administered screening tool to detect psychiatric disorders within primary care
10 A description of the demographics of the participants is given in the results section. Due to the small 
number in each group, no statistical analysis was taken to determine if  any demographic differences 
were present between carers Group 1 and carers Group 2.
11 Copies of measures are in Appendix 2, with detailed explanations of all subscales on the Ways of 
Coping Questionnaire
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services. The GHQ-12 has a split-half reliability of 0.95 and shows good 
content validity. The threshold score for the GHQ-12 is 2/3 (Goldberg & 
Williams, 1988).
The Ways of Coping Questionnaire (Revised) (Folkman and Lazarus, 1985) is 
a 66-item scale identifying ways of coping to an identified stressful event. 
Eight subscales of coping styles have been empirically validated (Cronbach 
alpha scores ranging from .61 to .79).
Pre-Group Questionnaire to identify what helps carers to cope, how they rate 
their ability to cope (scale of 1 -4) and expectations for the group.
Post-Group Questionnaire which was the same as the pre-group 
questionnaire except evaluation of the group rather than expectations.
Follow-up Questionnaire to identify whether participants had used the coping 
skills they had developed. This was based on a ‘Personal Plan' filled out over 
the course of the group (see Appendix 3).
\
Procedures
At the start and end of the carers groups, participants were given the 
questionnaires by the group facilitator and asked permission to use these for 
service evaluation. This study used two of the standardised questionnaires 
and a demographic questionnaire in addition to three specifically designed 
questionnaires.
These specifically designed questionnaires were only given to participants in 
the most recent carers group and the control group (with some adaptation). 
They had not been previously validated but were approved by the clinical 
psychologist in the CMHT (see Appendix 4).
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Letters were sent to the control group explaining the research and that 
participation was voluntary12. Post questionnaires were sent out after a two 
month period coinciding with the length of the group.
Follow up Study
Two and a half months after the group finished, the current carers group were 
given a follow-up questionnaire to see how they had used their ‘Personal 
Plan'.
Analysis and Results
Paired sample t-tests were used to compare differences between mean 
scores on the pre- and post- standardised questionnaires. Unfortunately, due 
to the small control sample, it was not possible to statistically analyse between 
group differences. This has been described descriptively.
Thematic content analysis has been used to analyse the responses to the pre- 
, post- and follow-up questionnaires.
Information on Carer and Service User13
Of the 18 carers group participants, 28% were male and 72% were female. 
The mean age was 60 (range 31 to 76 years). Of the control group, 5 (83%) 
were male with a mean age of 64 (range 56 to 72 years). Table 2 shows that 
the majority in both groups considered themselves white British.14
12 See Appendix 5
13 Due to additional demographic questions only being added to the post-group questionnaire, these 
were only answered by the current group and the control group, which is reflected in the smaller sample 
sizes.
14 Ethnic groups were those identified in a questionnaire given by the Borough to carers groups 
participants.
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Table 2: Ethnicity of Participants
Ethnicity Carers 
Group (n=18)
%
Control Group 
(n=6)
%
White British 38.9 50
White Irish 11.1 0
Other white background 16.7 0
Black Caribbean 5.6 0
Other Black background 5.6 16.7
Indian 16.7 0
Mixed White and Asian 0 16.7
Ethnic group not stated 5.6 16.7
Total 100 100
Table 3 shows that both groups mainly cared for male service users and the 
mean time spent caring was 12 years. The carers group participants were 
mainly parents (86%) whilst the control group also included someone caring 
for a friend. The majority of carers in both groups stated that the service user 
had a diagnosis of schizophrenia.
Table 3: Information on Service User and length of time spent caring
Group Length of
time
caring
(years)*
Mean
(Range)
Age of 
Service 
User 
(years)**
Mean
(Range)
Gender of 
Service 
User ** 
(%)
Relationship 
to service 
user**
(%)
Diagnosis of Service 
User**
(%)
Carers
Group
12
(3-25)
34
(27-42)
Male 57 
Female 43
Parent 86 
Spouse 14 
Friend 0
Schizophrenia 67 
Aspergers 5.5 
Depression 5.5 
Depression/Anxiety 5.5 
Personality Disorder 5.5 
Manic Depressive 17 
Disorder
Control 12
(4-23)
45
(30-54)
Male 67 
Female 33
Parent 33 
Spouse 33 
Friend 33
Schizophrenia 67
Schizophrenia/ 33
Manic
Depressive
Disorder
n= 17 carers, 6 control 
n= 7 carers, 3 control
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Impact on health and well-being
In the carers group, the range of scores on the pre-GHQ was 0-9 with a mean 
of 3 (SD=2.78). Fifty six per cent scored on or above the mean (threshold 
score) indicating some level of psychological distress (Holt & del Mar, 2006). It 
is worth noting that 12.5% had a high score of 9 which is suggestive of the 
presence of clinical psychiatric symptoms or moderate to severe levels of 
psychological distress (Holt & Del Mar, 2006).
The control sample showed lower scores with a mean of 0.3 (SD=0.53, range 
0-1). Although numbers were too small for any statistical analysis, the mean 
rose to 4 (SD=3.61) after the group.
The pre- and post- analysis of the GHQ in the carers group (n=11) indicated 
no significant improvement in psychological well-being (based on GHQ 
scores) as a result of participating in the carers group (t=1.46, df = 10, 
p=0.17).
Impact on coping styles
Table 4 shows the pre and post scores of the carers group for the subscales 
of the Ways of Coping Questionnaire (Folkman et al. (1986). Carers were 
more likely to use a self-controlling coping style (regulating their feelings and 
actions) and planful problem solving (problem focussed efforts to alter 
situations) followed by positive reappraisal (giving a positive meaning to a 
situation).
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Table 4: Pre and Post Scores on the Ways of Coping Questionnaire (n=7)
Coping Style
Mean
(Pre)
Std.
Deviation
(Pre)
Mean
(Post)
Std
deviation
(Post) t df
Sig (2
tailed)
(P)
Confrontation
al
Coping .810 .612
.737
.492
.343 6 .743
Distancing .999 .659 .951 .404 .231 6 .825
Self
Controlling 1.284 .387
1.53
.559
-2.154 6 .075
Seeking
Social
Support .714 .744 1.547
.820 -2.363 6 .056
Accepting
Responsibility .321 .313 .464 .809 -.548 6 .604
Escape-
Avoidance :161 .137 .289 .395 -.686 6
.518
Planful
Problem
Solving 1.333 .429
1.737 .542 -2.377 6 .055
Positive
Reappraisal 1.001 .812 1.103 .589 -.578 6 .584
The pre- and post- analysis of the Ways of Coping scale (n=7) indicated a 
trend towards an increase in the seeking social support coping style (t=-2.15, 
df=6, p=0.056) and in planful problem solving (t=-2.38, df=6, p=0.055) after 
the carers group. Scores on the positive reappraisal coping subscale 
increased but not to a statistically significant level.
For the control sample (n=4), pre- mean scores for self-controlling and 
distancing were highest (4.28 (SD=6.48) and 1.12 (SD=0.25) respectively). 
However a sample size of 2 for the post scores mean that interpretation was 
not meaningful.
Perception of ability to cope with role as carer
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Both pre- and post-scores indicated that carers were ‘moderately concerned 
about their ability to cope' (mean of 2). In the control group, they were 'slightly 
concerned about their ability to cope’ (mean of 3).
Expectations of the group (n=8)
The main theme from the carers group was that they wanted information and 
strategies to help deal with situations which arose (7/8). Most carers gave 
generalised expectations, like saying they wanted
“ techniques to cope with situation at home” (Male, 31)
whilst 1 gave examples of specific situations
“strategies for dealing with my daughter’s methods for competing for attention 
when we visit friends” (Female, 59)
Within this theme, two participants identified they wanted more positive coping 
strategies than their existing ones.
One participant wanted information about the mental health system to provide 
better care for the service user,
Most of the control group (4 of 6) could not identify how they thought a carers 
group would help them. For the two who had expectations, this was to share 
experiences and difficulties with others.
Evaluation of Group (n=7)
What was helpful?
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Three participants said they found being given information on mental illness 
useful. One person said she felt less guilty as she understood more about her 
son's behaviour.
Having information about the role of services and professionals was also 
identified as helping to know what was available to them.
Participants enjoyed sharing experiences with others and one felt this had a 
positive impact on her previous view of self
“I felt I was failing my husband” (Female, 41)
Two participants liked the discussion on coping strategies and being given 
feedback on the strategies they used.
What was unhelpful?
5 carers could not identify anything as unhelpful. Of the two who did, this 
reflected how personally challenging their role was and how this may have 
been exaggerated by the group
“ Sometimes it made me feel inadequate” (Female, 64)
“...some of the suggestions about how to react to the service user’s problems 
were a bit idealistic” (Female, 59)
Future Suggestions for group (n=7)
Future suggestions included being provided with updated information about 
mental health services. Another theme was to have more opportunities to 
share ideas and experiences with others. Two participants though the input 
from “an expert” (the group facilitator) should continue.
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Control Group Post Questionnaire
Only three participants responded to the questionnaire but none had any 
additional help in their role during the time the group ran.
When asked what would help them cope better, 1 thought their situation was 
“as good as it could get” (Male, 70) 1 wanted more service contact for the 
service user and another wanted practical help regarding mobility difficulties.
Follow up study
Of the three participants who responded, two had not used their “Personal 
Plan”. One felt he had adjusted to his situation and did not need a plan to help 
him cope. The other felt that they answered too many questionnaires and 
therefore did not complete their plan.
The participant who completed her plan only gave a general description of 
how it helped. She said it helped her to stop, think and treat situations 
differently. She acknowledged that what was most difficult was that you could 
not always plan how to react,
“Sometimes things get to you and you react in a way that you wished you had 
not...” (Female, 64)
Discussion
Prior to the group, the participants expressed they wanted information on 
mental illness and strategies to cope with difficult situations. The content 
analysis highlighted that the group was helpful in both these aspects. They 
liked having a facilitator from mental health services because it met their 
expectations of being provided with information on the mental health system 
and accessing services.
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Pickett-Schenk et al. (2000) found that increasing carers’ knowledge of mental 
illness and the mental health system raised morale. This was seen in this 
study when carers said they were able to stop feeling guilty. Budd & Hughes 
(1997) indicated that a positive effect of intervention was for carers to see 
‘difficult’ behaviour as part of the illness rather than place blame on either 
person.
It is difficult to draw many conclusions about the impact of the group on coping 
styles and on well-being due to small sample sizes and results need to be 
treated with caution. However, further research on coping styles would 
determine if there were significant improvements in positive coping methods 
such as seeking social support and planful problem solving after the group.
Abramowitz & Coursey (1989) stated that more active coping strategies were 
evidenced after a 6-week educational programme. In addition, Reid et al. 
(2005) highlighted the importance of sharing experiences and feelings 
(gaining support and validation) as this decreased isolation. Two participants 
identified how helpful it was not to feel that you are alone in dealing with 
challenging situations.
Limitations of the study
The main limitation of the study was the small sample sizes and that only one 
carers group was evaluated in detail. This made it impossible to statistically 
compare the carers group with the control group. Thus the strength of having 
a comparison group was lost (by the low response rate from this group). Small 
sample sizes within the carers group itself also means that conclusions are 
tentative and can only be used for descriptive purposes. However, they point 
to where more research would be beneficial.
In particular it would be useful to see whether there are differences between 
carers who responded to the questionnaires and those that did not (including 
gender differences, as the carers group was predominately female). It is also 
worth noting that the response rate for attending the group itself (only 50% of
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those invited) was low and may be something that service developers need to 
explore.
The choice of standardised questionnaires could be improved to better 
understand the impact of the group on coping and health and well-being. The 
Ways of Coping Questionnaire only refers to an identified stressful situation 
and two participants could not name a particular situation. This means that no 
information on their coping could be obtained.
Although there are limitations with the GHQ-12 (only asks about difficulties 
over the last few weeks), more than 50% of the carers group scored on or 
above the threshold. It is clear that there are some concerns about their well­
being. Further research may highlight the extent of distress and ill health in 
carers populations.
Implications for Service Development and Evaluation
Despite limitations, the study highlighted that the carers group was seen as a 
valuable resource. Therefore, it may be beneficial for the service to think 
about how to build on the learning from the group. The ‘Personal Plan’ could 
be a useful tool for this, although currently this does not appear to happen. If 
made a more integral part of the training then carers could devise plans which 
impact more positively on their daily lives.
Future groups should consider that some participants were left feeling 
inadequate if they could not manage difficult situations. Although the group 
covered a session on looking after yourself as a carer, some carers will have 
more difficulty coping than others. The group could help to identify these 
people and offer a Carers Assessment, if they have not already completed 
one (DoH 1999a). Additionally, further research should assess whether these 
groups can actually have a negative impact on some carers.
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Also of importance is the timing of the group as carers’ needs change as the 
length of time they care for increases. Carers move from an information- 
gathering mode into dealing with grief and acceptance through to proactively 
improving services (Reay-Young, 2001).
In this study, the length of time caring ranged from 3 years to 25 years. 
Further research, with a larger sample, could analyse results by length of time 
caring to see what impact the group has on meeting the needs of carers at 
different stages.
Evaluating the group is useful as it provides carers’ input into service 
development. The borough already uses an evaluation form, which was 
brought to the attention of the researcher after this study was designed. This 
provides more comprehensive feedback information (including what is learnt 
from each session). This is a beneficial way to assess the impact of a group 
(Budd & Hughes, 1997) that would be useful for the service.
However, decreasing the amount of questionnaires could strengthen the 
current evaluation (more questionnaires are given out than used in this study). 
It may be helpful to choose the most appropriate questionnaires and just use 
these. This may improve response rates and provide valuable data to those 
developing the service.
Service Feed Back
This service evaluation will be fed back to the CMHT in Summer 2006.
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Appendix 2: Questionnaires
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The General Health Questionnaire
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We want to know how your health has been in general over the fast few weeks. Please 
read the questions below and each of the four possible answers. Circle the response that 
best applies to you. Thank you for answeiing all the questions.
Remember that we want to know about present and recent complaints, not those that
you had in the past.
It is impudent that you try to answer ALL the
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yourself as a worthless 
person ? Mors so
than usual
12. been feeling reasonably 
happy, ail things 
considered ?
questions.
m ie 
i  u uai
Le s
th n usual
Much lose 
than usual
No more
l lw t  usual
Rather more 
than usual
Much more 
than usual
Ssmn as
usual
Less useful 
than usual
Much loss 
useful
usual
1 o so 
th m  ml
Much loss 
capable
Nn more 
tha i usual
Rather more 
than usual
Much more 
than usual
No more 
than usual
Rather mure 
than usual
Much more 
than usual
Sams as 
usual
Less sq
than usual
Much less - 
than usual
Same as
usual
Less able 
than usual
Much less ; 
able
No more 
than usual
■RathlrrribrP
.tharivhsuaf'
Much more 
than usual
No more 
than usual
Rather more 
than usual
Much more 
than usual
No more 
than usual
Rather more 
than usual
Much more 
than usual
About 
same 
as usual
Less so 
than usual
Much less 
Than usual
WAYS OF ç o r i^  (Revised)
read toch item below and indicate, by Ming the Mlmwio# rating acals, to wb«i extent you
used it m the situation you have just described
Ktlt I I 4 î H I
IImmI ç I I  111 III X I ! A ir i il
. 1  2 3
  I. Jtisl cnriccntmunlo»} whiil t h;uî to«î>* i«:M —du: rv.xt tliip
 2, I tried to analyze ike prcblcni in order to understand it better.
  3. Tin rial lo wmk vu substilutu acdvri*, to talc my mind off things.
  4. Ifehthai time would make a difference tneoplÿütmg to do tvaÿ towaît.
' 5> Bargained or compromised to get something positive froiii the sthmtiou.
 6. f  did something which I  didn't think would work, but at least I  was doing something.
  7, Tried to get the person responsible ta change his or her mind.
  g. Talked to smiiennc to find Out mom about the situation.
  -.Üi Criticized or lectured myself.
 10. Tiied nmto butu myluidgo«.l*iilâYCthings t^ehsomuwlat
  11. Hoped a miracle would happen.
 12. Went along with fate; sometimes 1 just, have bad hick,
13. Wcni on as if  nothing had happened.
    14. -1 med to.keep.my feelings to mysdf.
 J5. Looked for the silver umag,.so to îpeakptnsd to:look on tte'bright side;o tthings.
 ___16; Slept uifuc lhar us.ual,
 17. 1 expressed anger to the per5(m(s) who caused the problenu
 ____ 18. Accepted sympathy amî u m "s&sonieose.
to;
Not îUed Used Used
Used Somewhat Quite A BH .A gréât deal
0 1 2 J
19.. 1 toiti'toyectriWnfp- titat jiielpsd me to feel better.
20, :l'vyas'inspired to do something creative.
2.1. Tried lu âtrgct tbv vbide ihitiy.
22. Igot ptoletstonal help. . .
2) ,.r th.'p.ltH 'tt it, e lyxAl way
24, j  waited to see what would happen before doing anything
?S. 1 up(i]i'pi/i:d O! did tu make tip. !
26. 1 made a plan o f action and followed is.
27. 1 ticceptoii the next best ihm? St) what I wanted. ".,i:
28. 1 let my feelings out somehow. ■ « .
29 T^mliwdlbtwiyhiilmpmblunumHiysdf. % .
30. .1 came ottt o f lh t  expenence beiter than when 1%'ent in.
31. Talked to someone who could do something concrete about the pmhlem.
32. Got àway from it for à while; tried to rest or take a wtcaiion.
33. 1 r:-vd to make myself fed tetter by catlng. drinki%^ smoking,using d,ug*-or
medication, etc.
34. Took a bis chance ur did something vi
35. I tried not to act too hastily or follow my. tm t  hunch.
36. .Foundnew faith.
ÏT. Mamtàiiieâmÿphdè r  1 r  r u  * t.
38. Rediscovered wsat is nattant m tue.
Not vüsed : Us«i:. Used
Used Scmiewhat Q uite A B it A  great tleal
0 I 2 3
39 Chpngct! koinvdhicg ;o ih k e  would (u â W ^ y g lb t. ,
_40. Avoided being with jieopic :r 
42 Didn't let it pet to me; refused to think too much about it.
I  atkud a ( t io id  I tcspccicd loi odvic:
43. Kept other; from knowinp how bad tbinc; were.
_ 44. Made light «I the situntkm. iefn>ed to get tsiu swhws ahnut it,
45. Talked to someone about bo'A I was fedinp.
_ 46. Stood my ground nod tnuohi (or w lu t ( w anted.
_ 47 Took it.ditt on other people,
Urcw on my pastexpthcncesi kwa; waaimtlar gituaoonbetbrg.
49. I  knew vvlial hail to be done, so I doubled my efforts to ïîtike things work.
_ 50. .Re&sed to believe that it had happened,
_ 51. 1 made n promise id myself that things would be different next time.
_ <2. Game up with:a couple o f different soitmons to the problem.
_ 53, Accepted it, since nothing could be done.
54. I  med to keep myitelmss from interfering with other ,things too much,
_ 55. Wished that 1 could change what had happened or how l  fe lt
56. I changed somemins about myself.
57. îdâydBaoeS or imagined a btner itiié ip r place:man thetined was in.
58. Wished that the ml t f  w JJ go eway or scatehvw-be-over-with.- 
59- Had fantasies diw si 1 v 11 o f  thmj uught turn out.
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N i 
I  til
L 1£> t i t
IN,-d 
Q m tf A  Hit
Used 
A great deal
II 1 3
60. 1 prayed,
_ 61, [ jtiepated myself for the worst.
_ 62. ] went over in my mint! what Ï  would *-iy or do
_ 63, I tlmuglit about how a person I admire would handle this ■situation and used that 
as o mode!,
64. 1 iritui |<> ,wc llnnys fiom the tithe* jvison’s pom: b f view,
65. 1 tcmtndcd wt'seh' how mueb worse things could be.
66 J jogged or wa-u:bed .
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Subscales on the Ways of Coping Questionnaire (revised) 
(Folkman and Lazarus (1985)
Subscale Description
Confrontive Coping aggressive efforts used to alter a situation; 
describes the individual as using some 
degree of hostility and risk-taking behaviour
Distancing detachment or disengagement; a strategy to 
minimise the significance of the situation
Self-controlling efforts that are used by individuals to 
regulate their feelings and actions
Seeking social support efforts used to obtain informational, tangible, 
and/or emotional support
Accepting responsibility 
Escape-avoidance
recognizes one's role in solving a problem
wishful thinking and behavioural efforts to 
avoid confronting a problem or stressful 
situation
Planful problem solving problem-focussed efforts to alter the 
situation, including an analytic approach to 
problem solving
Positive reappraisal a religious dimension, includes giving 
positive meaning to a situation by focussing 
on one’s personal growth
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Appendix 3: Follow up questionnaire and personal plan
Follow up Questionnaire for Carers Group Research
1) Have you used your ‘Personal Plan' since finishing the carer’s group? 
Yes No (go to question 2)
If yes,
Please send back the plan with this questionnaire
a) How has the plan helped you to cope with your role as a carer?
b) Thinking about what you put on your plan, did you manage to achieve 
this? (Please explain how)
c) What coping skills do you think you have developed the most overall?
d) What has been most difficult to implement from your plan and why?
138
Pe
rs
on
al
 P
lan
 
- 
De
ve
lo
pi
ng
 
my
 
sk
ills
 
as 
a 
ca
re
r
I
iH
3•o
I
I S
si o-
"ill
1 !e ëo i f <u
139
Se
ss
ion
 
W
Hà
f 
did
 
I 
lea
rn
? 
To 
de
ve
lop
 
my 
co
pii
y 
sk
ills
 
as 
a 
ca
re
r 
I 
wi
ll
4: 
Co
pin
g 
w
ith
 
ne
ga
fiW
 
sy
m
pt
om
s
O
tS ô 2
I D  " u  J O
o  p .. u
Ü y aO £ "M . CL 7: 
Pr
ob
lem
 
so
lv
in
g
Appendix 4: Questionnaires designed for study
Pre -Group Questionnaire
Thinking about the ways I cope with the challenges of being a Carer for
someone with mental health difficulties or a mental illness
1) Thinking about what helps you at the current time to cope with the challenges you 
face of being a carer, please rate the most important from the list below. You can rate 
up to three- please put 1 beside the most important, 2 beside the second most and 3 
beside the third most.
Personal coping style___
Access to Information___
Support from Professionals___
Support from family/friends___
Feeling valued in my role___
Financial Assistance___
Respite _
Feeling involved in decisions made about the person I care for__
Other (please specify)
2) Using the scale below, please indicate what level of concerns you have about your 
ability to cope with your role of being a carer.
1 2 3 4
Very concerned 
about my ability 
to cope
Moderately 
concerned 
about my 
ability to cope
concerned 
about my 
ability to cope
Slightly No concerns 
about my ability 
to cope
3) In relation to thinking about improving your coping in your role as a carer, what do 
you hope to gain from participating in the carers group?
Post Carers Group Questionnaire
Thinking about the ways I cope with the challenges of being a Carer for
someone with mental health difficulties or a mental illness
1) Thinking about what helps you at the current time to cope with the challenges you 
face of being a carer, please rate the most important from the list below. You can rate 
up to three- please put 1 beside the most important, 2 beside the second most and 3 
beside the third most.
Personal coping style___
Access to Information___
Support from Professionals___
Support from family/friends___
Feeling valued in my role___
Financial Assistance___
Respite____
Feeling involved in decisions made about the person I care for__
Other (please specify)
2) Using the scale below, please indicate what level of concerns you have about your 
ability to cope with your role of being a carer.
1
Very concerned 
about my ability 
to cope
Moderately 
concerned 
about my 
ability to cope
Slightly 
concerned 
about my 
ability to cope
No concerns 
about my ability 
to cope
3) In relation to thinking about improving your coping in your role as a carer, what 
have you found most helpful about participating in the carers group?
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4) In relation to thinking about improving your coping in your role as a carer, 
what have you found least helpful about participating in the carers group?
5) Do you have any suggestions for future carers groups in relation to helping 
carers to improve their coping skills?
No  Yes_____
If yes, please specify
6) How many of the carers group sessions have you attended? _
7) Please indicate the age and gender of the person you care for 
Age  Gender_______
8) Please indicate your relationship to the person you care for
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Thinking about the ways I cope with the challenges of being a Carer for
someone with mental health difficulties or a mental illness
1) Thinking about what helps you at the current time to cope with the challenges you 
face of being a carer, please rate the most important from the list below. You can rate 
up to three- please put 1 beside the most important, 2 beside the second most and 3 
beside the third most.
Personal coping style___
Access to Information___
Support from Professionals___
Support from family/friends___
Feeling valued in my role___
Financial Assistance ,
Respite____
Feeling involved in decisions made about the person I care for _
Other (please specify)
2) Using the scale below, please indicate what level of concerns you have about your 
ability to cope with your role of being a carer.
2 3 4
Very concerned 
about my ability 
to cope
Moderately 
concerned 
about my 
ability to cope
Slightly 
concerned 
about my
No concerns 
about my ability 
to cope
ability to cope
3) Has anything changed recently (last couple of months) which has helped you to 
cope with your role as a carer?
4) What do you think would be most helpful to you in improving how you cope 
with your role as a carer?
5) Please indicate the age and gender of the person you care for 
Age  Gender
6) Please indicate your relationship to the person you care for
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Appendix 5: Letter sent to carers
Dear
I have been given your name and address through the Carers Support service 
in as they are helping me with a research project I am undertaking as 
part of my training course in clinical psychology.
The research project will look at carers’ experience of taking part in the Carers 
Group that is run by Borough. In order to look at this in detail, I would
like to compare information from group members with that from carers who 
are currently not participating in the group.
I understand that you are currently not in the Carers Group, which is running 
over the next 8 weeks. Therefore I am writing to ask if you would be willing to 
take part in this research study by completing the questionnaires I have 
enclosed. I will also need to send you a second set of these questionnaires in 
about 6-8 weeks time. You will not have to provide any other information for 
this study.
I would like to make it clear that you do not have to take part in this study, as 
participation is voluntary. Should you choose not to take part, this will not 
affect your future invitation to participate in a carers group.
If you would like to take part, then please fill in the questionnaires and return 
them in the stamped addressed envelope. I will need to have your name on 
the set of questionnaires only so I know who to send the next set to. However, 
all information will be anonymous and you will not be identified in the research 
project.
Although I recognise that these questionnaires are time-consuming, I would 
be grateful if I could have them back as soon as possible. This is so I can 
allow a 6-8 week gap before I send the second set out to you.
If you would like further information about this, then please contact me on the 
above number and I will be happy to answer your queries.
Yours sincerely
Amanda Pennell 
Trainee Clinical Psychologist
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Evidence of Feedback to the Service
(For confidentiality reasons, this feedback does not contain the name of 
the CMHT).
Dear Amanda
This is to confirm that you presented your SSRP to the CMHT meeting on 22nd August 06.
You presented your findings of the Evaluation of the Carers Group and the team found the presentation 
very informative. I was particularly impressed with your style of presentation and the confidence with 
which you presented.
Best wishes
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Qualitative Research Project
Abstract
A Discourse Analysis of UK National Daily Newspaper’s Representations of
‘Paedophiles’
July 2007 
Year 1
This research was undertaken as a group project and this abstract is taken 
from the final report compiled by the whole group. It is therefore not an 
individual piece of my own work.
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Abstract
Background: Print media is believed to be significantly influential on the 
public’s moral position (Farrow & Brien, 2005), their perceptions of 
‘paedophiles’ (Gavin, 2005) and the public’s views on how ‘paedophiles’ 
should be treated by the judicial system (Sprott & Boob. 1997). This treatment 
has appeared to focus on incarceration and little attention has been the paid 
to rehabilitation of offenders or whether this is effective in preventing re­
offending.
Aims: The aims of this research are to explore media constructions of 
‘paedophiles’ focusing on constructions of the ‘nature’ and ‘origins’ of 
‘paedophilia’ and tracing implications for the rehabilitation of ‘paedophiles’. 
Method: Print media in the form of newspaper articles were used to examine 
the research question. A selection of ‘popular’, ‘mid market’, and ‘quality’ 
newspapers, published over three weeks from 30th January to 18th February 
2006 were analysed using discourse analysis (Potter & Wetherell, 1987). This 
method was used to examine how the media used language to construct 
‘paedophiles’, to identify the functions these constructions performed, and to 
consider how these functions are achieved (Coyle, 2006).
Results: Forty-two newspaper articles were used in the analysis, and the 
majority of these were found in the ‘popular’ press, especially ‘The Sun’. The 
main themes that emerged were: the depersonalised construction of the 
‘paedophile’ (with an emphasis on the inherently evil and inhuman nature of 
the ‘paedophile’); the blaming and positioning of responsibility for offending 
(emphasising the responsibility of professionals to prevent offending); and the 
context of child protection and rehabilitation (emphasis placed on custodial 
sentences rather than rehabilitation).
Discussion: The practical and theoretical implications of these findings were 
discussed (including the construction of ‘paedophiles’ effecting their motivation 
to seek help and its role on the maintenance of ‘paedophilic’ behaviour), as 
well as the limitations of the study.
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Major Research Project
Understanding the interpersonal behaviours, rule breaking and 
violence of young people in custody using an attachment
framework.
July 2008 
Year 3
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Abstract
Background: Attachment theory places emphasis on the development of 
internal working models for understanding how views of self and other are 
constructed from early experiences. Research has studied how different 
attachment styles may be associated with different styles of interaction and 
rule breaking or aggressive behaviours. Attachment has been applied to 
custodial settings due to the nature of caregiving relationships within these 
settings and evidence of a high prevalence of insecure attachments. 
However to date, limited research has been carried out on understanding 
how attachment relates to behaviours displayed within these settings. 
Method: Forty eight young people aged 12-17 years in a secure unit 
completed two different self-report attachment measures (Relationship 
Questionnaire and Attachment Styles Questionnaire). Staff members were 
also asked to rate young people's attachment. Ninety six observations of 
daily behaviour were completed by staff (2 per young person) using the 
Staff Rating Scale for the Chart of Interpersonal Reactions in Closed Living 
Environments (CIRCLE)). This was used to determine differences in 
interpersonal behaviours. Recorded incidents and sanctions for rule 
breaking and violent behaviours were also measured.
Results: Findings indicated that staff and young people rated attachment 
differently but ratings of dismissing and preoccupied attachment were 
associated with incidents of violence to others and bullying behaviours. 
There were also observed gender differences in the relationships between 
attachment and interpersonal behaviours and rule breaking and violence. 
Conclusions: Findings of relationships between insecurity of attachment 
and incidents in a secure unit may offer a useful way for understanding 
rule breaking and violent behaviours. However, the differences between 
staffs and young people’s own ratings of attachment suggest it is a 
complex process and clinical implications and further research are 
discussed.
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Introduction
Overview of custodial provision for young people
In 1998 a discrete juvenile secure estate was set up by the Youth Justice 
Board for England and Wales (YJB). The juvenile secure estate is comprised 
of three types of secure units15 Young Offender Institutions (YOls) run by HM 
Prison Service, Local Authority Secure Children's Homes (LASCHs) and 
Secure Training Centres (STCs) run by private companies.
Figures from the YJB in March 2008 showed that a total of 2,942 young 
people were in the juvenile secure estate. The majority are sent to YOls which 
mainly accommodate young males (aged 15-18) and females aged 17-18 
years. Younger males and females (12-17 years) and those assessed as 
vulnerable are sent to the other two types of secure units. Vulnerability is 
assessed prior to sentencing by the young person’s Youth Offending Team 
(YOT) and is based on the assessment of whether the young person has a 
history of self-harm, abuse, bullying, loss, risk taking, health related needs, 
substance misuse and ability to cope in a YOI (YJB, 2008).
All secure units provide compulsory education and have a primary focus on 
the prevention of re-offending which is a target for all young people's training 
and sentence plans16. In addition, they have risk and behaviour management 
policies including the use of restraint under defined circumstances (where 
safety of self and others is compromised) and incentive based schemes to 
encourage good behaviour.
The YJB’s (2006) Code of Practice for managing behaviour of young people in 
the juvenile secure estate emphasises there should be a promotion of positive
15 When talking generally about custodial settings, the term secure unit will be used as a general label. 
I f  a particular type is being described, this will be made clear in the text.
16 These are intervention plans which are drawn up between the secure unit, Yot worker and young 
person. Training plan refers to the Detention and Training Order (DTO) which is the main custodial 
sentence given to young people. Appendix 1 has a list of custodial sentences and descriptions.
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behaviour, a child-centred culture and high quality of relationships between 
young people and staff.
However, the degree to which this can be achieved depends on the ethos and 
the different practices of the secure units. Although all three types of secure 
units try to provide a named worker for each young person to promote 
consistency of relationships, staff ratios are considerably lower in YOls (3-6 
staff : 40-60 young people compared to 1:2 in LASCHs and 2:5 or 3:8 in 
STCs) (YJB, 2008). This means that meeting individual needs and relationship 
building is much harder in YOls than in the other two types of secure units.
Individual and contextual predisposing factors for young people in 
custody
In 2006/2007, a total of 147, 790 young people were convicted of one or more 
offences (YJB, 2008). However, just 3.3% of all young people given a court 
disposal received a custodial sentence (YJB, 2008). This figure demonstrates 
that there is only a significant minority of young people who are deemed by 
the seriousness or persistency of their offending; by their own history or by the 
risk they pose to the public to necessitate a custodial sentence (YJB, 2008). 
For the majority, (and with the exception of those who have committed a one- 
off serious crime) these young people will have had a previous variety of 
community penalties or sentences, which have not proven successful in 
reducing their offending behaviour.
The majority of young people sent to custody present with substantial needs 
due to their earlier or current experiences of adverse circumstances and 
individual predisposing factors. “As a group they display a higher than 
expected rate of almost every disadvantage and behavioural difficulty. 
However, no single characteristic dominates the population” (Bullock et al. 
1998, p46). Instead, these young people will have a range of individual and 
contextual predisposing risk factors for offending. The former apply to those 
associated to the young person themselves whilst the latter are those 
associated with the young person's wider social context (Carr, 1999).
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Individual predisposing factors include genetic vulnerability, low intelligence, 
difficult temperament, co-morbid ADHD and learning difficulties and low self­
esteem (Carr, 1999). Such difficulties are evidenced for young people in 
custody by studies which demonstrate that young people have educational 
problems (Audit Commission, 1996, Moffit, 1993), mental health difficulties 
including attention deficit hyperactivity disorder (ADHD) and conduct disorder 
(Dimond and Misch, 2002; Rutter et al. 1998) and suicidal thoughts or 
attempts (Liebling,2007).
Contextual factors are concentrated around parent-child relationships and 
family problems (Carr, 1999) and the majority of those in custody will have 
had disturbed or disrupted family experiences from an early age (Rose, 2002). 
Familial risk factors for offending include inconsistent parenting, involving a 
lack of parental support and monitoring (Parker & Benson, 2004), family 
criminality (Rutter et al. 1998) and family violence (Gover et al. 2000)17.
Studies of offenders have also shown the prevalence of early life stresses 
such as involvement with the care system (Dimond & Misch, 2002) and a 
history of neglect, abuse and loss (Allerton et al. 2003; Boswell, 1995). 
Boswell (1995) reviewed 200 records of offenders in custody who had 
committed grave or serious crimes and found only 18 cases had no recorded 
abuse or loss. Hamilton et al. (2002) evidenced that 54% of a sample of 79 
young people (aged 11-18) in a secure unit had experienced repeated 
maltreatment. A survey of 223 young people in custody in Australia found that 
43% had parents who had been in prison, 11% had parents currently in prison 
and 28% had an out-of-home care history (Allerton etal. 2003).
Therefore, young people in custody have a complex picture of individual and 
contextual predisposing factors and present with a range of severe emotional 
and social difficulties.
17 Although the findings of these studies apply to young people in custody, they have not all 
solely taken place with custodial populations.
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Impact and extent of rule breaking and violence in secure units 
Extent of rule breaking and violence in custody
Young people come into a secure unit displaying a range of disruptive and 
rule breaking behaviours that can be harmful both to others and to the self. 
Recorded evidence of sanctions, incidents of assaults and fights (including 
those which attract further criminal convictions) and self harm suggest that 
these behaviours do not stop when they enter custody (Zegers et al. 2008).
Young people are expected to interact in a close living environment alongside 
other young people who also have difficulty managing their own behaviour 
(Zegers et al. 2006). This can create tensions and arguments leading to 
physical fights and bullying behaviours. Surveys of young people in custody 
have shown that bullying behaviour is common (between 20-45% reported 
some form of victimisation) (Adler, 1994; Beck, 1995).
Assaults and violence not only occur between young people (a total of 2832 
assaults in the juvenile secure estate between April 2007 to January 2008)18 
but often staff can be the victim of a young person’s aggression and violence. 
In the same time period, there were 1285 assaults on staff by young people. 
Levels of physical restraint used may also reflect the severity and frequency of 
rule breaking and violent behaviour experienced; 7030 physical restraints 
were used on young people within the juvenile secure estate (April 2007 to 
January, 2008)
Impact of rule breaking and violent behaviour
Cesaroni & Peterson-Badali (2005) interviewed male offenders (aged 12-15 
years) in custody and found those who worried about being victimised or 
thought this would happen suffered from internalising difficulties (such as 
anxiety). Although the authors commented that offenders may have entered
3 All figures stated from April 2007- January 2008 are taken from written responses to Parliamentary 
Questions and are based on statistics collected from the YJB. Downloaded from 
www.thevworkforvou.com
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custody with internalising symptoms, the study still highlights that custody can 
feel an unsafe place for young people and this can impact on their mental 
health. A qualitative study in Canada found that 30% of young people's 
negative view of custody was due to concerns over physical safety (Peterson- 
Badali and Koegl, 2002).
Rule breaking and violent behaviours may be considered ‘challenging’ by staff 
as they create stress and difficulties for them in managing behaviour and for 
maintaining the security of the overall environment. Staff may either be at the 
receiving end of a young person’s behaviour or have to manage conflicts 
between others.
A study in an American detention centre found that levels of staff stress were 
related to young people’s ‘acting out behaviour’ and the perceived frequency 
of young people ‘going out of control’ (Dembo & Dertke, 1986). Although pay 
conditions and frustration at what services could be offered to young people 
were also related to stress, the impact of young people’s behaviour on staff’s 
stress levels was significant. Moses (2000) interviewed residential care staff 
and found that those young people with unpredictable behaviour created 
anxiety for staff. Staff members also identified that this impacted negatively on 
their relationships and could make them less willing or motivated to engage 
young people who were potentially the most challenging to them (Moses,
2000).
The impact of rule breaking and violent behaviours therefore appears to have 
a wide range of consequences. The security of the environment itself may 
become compromised as tensions and arguments between young people and 
staff lead to physical assaults or security breaches. The stress and anxiety for 
staff may impact negatively on the care they provide to young people thus 
influencing how well the young person becomes engaged with the secure unit 
environment and with the staff team. This can impact on the progress and 
eventual outcome of secure units to help young people reduce their offending 
(Rose, 2002; Zegers et al. 2008).
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Attachment theory as a framework for understanding rule breaking and 
violence in custody
Improving the understanding of why young people continue their rule breaking 
and often violent behaviour in custody is valuable for two reasons. First, it 
offers potential strategies for intervention and secondly it could affect future 
behaviour patterns, in and out of custody. One theoretical approach that has 
shown some utility is attachment theory. The role of attachment in residential 
and custodial environments has been explored conceptually by a number of 
authors (Adshead, 1998, 2003; Blumenthal, 2000; Moore et al. 1998; Rose, 
2002; Schuengel & van IJzendoorn 2001).
Attachment theory is a useful framework for looking at this for three reasons. 
Firstly, staff and young people enter into caregiving relationships in custody. 
Although these may not actually become attachment relationships, it is highly 
likely that the caregiving and care-eliciting element makes them similar in 
appearance to attachment relationships. Secondly, a high prevalence of 
insecure attachments has been found within offender populations (Adshead, 
2003;Ross & Pfafflin, 2007; van IJzendoorn etal. 1997). Finally, many of the 
young people may have offended against attachment figures, such as parents 
or professional carers, suggesting that the ways they think about their current 
attachment may be relevant to their disruptive behaviour or violence 
(Adshead, 1998).
Introduction to Attachment Theory 
Early caregiving experiences
Attachment is a theory of how individuals learn to regulate fear and distress in 
response to threat. It places particular emphasis on the importance of the 
early relationship that the child has with their primary caregiver (usually the 
mother) for the child’s psychological development (Bowlby, 1973, 1980). One 
of the main components of the attachment relationship (as opposed to other 
types of relationship) is that the caregiver is used by the child as a “secure
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base” from which to explore the wider environment, and to whom they can 
return when they are distressed (Bowlby, 1980).
Attachment behaviours are those which the infant or child uses to seek 
comfort and safety from the caregiver. Bowlby (1980) proposes that 
attachment behaviours are part of a behavioural system, which has an 
instinctual psychobiological function of promoting safety and survival. “The 
system is activated at times of danger, stress or novelty, and has the outcome 
of gaining and maintaining proximity to and contact with the attachment figure” 
(Crowell & Treboux, 1995, p294). When proximity has been achieved, the 
attachment behaviours will be stopped (Howe et al. 1999).
Attachment relationships are therefore important for the infant’s sense of 
psychological security and the capacity to turn to others for comfort when 
distressed (Waters & Cummings, 2000). Good enough caregiving by a parent 
leads to good quality care- eliciting by the infant (Solomon & George, 1996). 
However, not all young people will experience the consistent, sensitive 
caregiving that leads to secure attachments. Those who receive insensitive, 
inconsistent and in more extreme cases, abusive and neglectful caregiving, 
are less likely to form secure attachments, and less able to successfully elicit 
care from others (Barrett & Holmes, 2001).
Different caregiving approaches may result in different types of insecure 
attachment. These were systematically identified by the early work of 
Ainsworth and colleagues (Ainsworth et al. 1978) and have formed the basis 
of all following attachment research.
Rejecting or hostile caregiving is linked to the development of avoidant 
attachment where the child learns that proximity to the caregiver does not lead 
to comfort (Fuller & Fincham, 1995). Alternatively, inconsistent caregiving is 
linked to ambivalent attachment where the child struggles to find a link 
between their behaviour and the response they are given (Ainsworth et al, 
1978, Howe et al. 1999). Main and Hesse (1990) suggest that disorganised
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attachment models come from caregivers who offer either frightening or 
frightened responses to their children and is prevalent in populations of 
children who have been abused (Carlson, 1998).
Studies have attempted to understand if gender differences exist in relation to 
attachment styles. Cooper et al. (1998) reported that more male adolescents 
had secure attachments and more females had avoidant attachments, 
whereas the reverse was true in a study with adults (Mickelson et a/. 1997). 
Two studies reported that females were more likely to have preoccupied 
attachments than males, but males were more likely to show dismissing 
attachments (Bartholomew & Horowitz, 1991; Rosenstein & Horowitz, 1996). 
However, it is difficult to draw firm conclusions from the existing research base 
(Celik, 2004). Research within different cultures found that sociocultural 
indicators might influence gender differences (Schmidt etal. 2003).
Internal Working Models (IWMs)
Bowlby (1973) claimed that the early child-caregiver experiences became 
internalised in ‘working models’ with two core components; to provide a 
blueprint for future relationships and to give rules for how to manage or 
regulate affect in emotionally charged situations (Cooper et al. 1998; Kobak & 
Sceery, 1988).
Internal working models contain views of self and other including the 
perception of the loveability and worthiness of self and the interest and 
availability of others to the self (Howe et al. 1999). This view of other and of 
self is carried through to other relationships through expectations and beliefs 
of how people behave to each other and influence later well-being and social 
competence (Collins, 1996). For those individuals with insecure attachment 
styles, they will develop an internal working model that they are not worthy of 
love and others are threatening and unpredictable (Barratt & Holmes, 2001). 
This is said to vary by insecure attachment style as shown in Table 1. This 
uses Bartholomew and Horowitz’s (1991) adult four-category model, although
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the attachment labels used above have been included to show the 
connections between the two.
Table 1: Views of Self and Other by Attachment Style (taken from Bartholomew and 
Horowitz, 1991).
Attachment Style View of Self View of other
Secure Positive view of self -
Sense of worthiness and 
lovability
Positive view of others -
Others are responsive and 
can be relied on
Preoccupied (Ambivalent) Negative view of self-
Sense of unworthiness, not 
lovable
Positive view of others-
Need validation from others 
to have self-acceptance
Dismissing (Avoidant) Positive view of self-
See self as strong and 
independent (some suggest 
self-worth can be low though 
e.g. Howe etal. 1999)
Negative view of others-
Low expectation on others
Fearful-Avoidant 
(suggestion that this is 
similar to disorganised)
Negative view of seif-
Sense of unworthiness
Negative view of others-
Others are not to be trusted
Internal working models also contain rules about what affect an individual can 
show and how this can be expressed (Bowlby, 1973). The process of learning 
these ‘affect regulation' strategies is also viewed as being co-constructed in 
the early attachment relationship (Keiley & Sceery, 2001). If the caregiver is 
responsive to the child’s distress, then the child learns they are effective at 
regulating distressing emotions. If seeking proximity fails to regulate affect or 
indeed leads to a negative outcome, then other (less adaptive) ways of 
seeking affect regulation are developed and maintained (Cooper et al. 1998; 
Mikulincer & Shaver, 2005).
In the avoidant attachment style, the child learns that expressing distress does 
not elicit caregiving and even increases rejection (Howe et al. 1999). This can 
lead to a ‘deactivating’ strategy where negative emotions are suppressed or 
minimised, as these do not produce the desired goal of safety and security 
(Kobak & Sceery, 1988; Mikulincer & Shaver, 2005). There is therefore a 
reliance on their own capacity to manage distress. Those with an ambivalent
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style will use a ‘hyperactiving strategy’ where expressions of distress and 
need become heightened in order to gain attention and proximity (Kobak & 
Sceery, 1988; Mikulincer & Shaver, 2005). Main and Hesse (1990) suggest 
that unlike the two organised attachment styles, disorganised attachment can 
occur when a child is unable to find a systematic way to gain proximity and 
security when distressed.
Although internal working models are deemed the way that attachment 
maintains its stability across the life-time, Crittenden (in press) in her ‘dynamic 
maturation model’ argues they can have the opportunity to be revised and 
modelled through new attachment experiences and in particular during 
adolescence when more complex models of attachment are assimilated. 
Crittenden (1992) argues that attachment strategies within internal working 
models can be seen as adaptive and as a function of a particular relationship 
(i.e. to avoid further hostility or abuse) but are considered maladaptive when 
displayed indiscriminately. This can be useful therapeutically to help young 
people and their family understand these behaviours within the context they 
developed.
Methodological differences in measurement of attachment
Despite the strong theoretical framework, the research on attachment 
suggests it is a difficult construct to measure. One of the main difficulties in 
comparing studies is that different measures and indeed constructs may be 
used. Self-report methods rely on conscious processes about how the 
individual feels about close relationships whilst interview methods, such as the 
Adult Attachment Interview (AAI) (George et al. 1985), explore the coherence 
of attachment narratives of earlier life experiences. The AAI also includes 
‘unresolved’ and ‘cannot classify’ categories, which do not appear in self- 
report measures. Despite their differences, both types of measure are 
grounded in attachment theory and represent current understanding of the 
differing nature of internal working models between attachment styles.
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Crittenden (1992) from her work with maltreated children, suggests that there 
may be additional ‘endangered strategies’ for those with extreme adverse 
experiences. She argues that the disorganised category really only accounts 
for a small number of children who cannot gain a coherent sense of self. To 
complicate matters, disorganised attachment can exist with a secondary 
attachment style thus dictating different behavioural presentations from 
violence through to apathy (Howe et al. 1999). The secondary style is usually 
avoidant although in high-risk populations (such as those at risk of offending) 
there is also a high rate of secondary ambivalent coercive styles (Howe et al. 
1999).
Research into adult attachment has used similar categories to those first used 
by Ainsworth et al. (1978) (autonomous-secure, preoccupied-ambivalent, 
dismissing-avoidant). However, there appears to be some controversy when 
using the fourth category ‘fearful’ (Bartholomew & Horowitz, 1991) as to 
whether it parallels the disorganised category or is an organised response in 
its own right (Bradford & Lyddon, 2001). Fearful-avoidant is viewed as being 
both behaviourally and cognitively distinct from the dismissing avoidant style 
(Bartholomew & Horowitz, 1991).
Attachment and its relationship to interpersonal and ‘challenging 
behaviour’ in custody
This section outlines existing research and theory on the relationships 
between attachment and interpersonal behaviours and attachment and rule 
breaking and violent behaviour. It then combines this with thinking about the 
contextual components of custody for attachment and finally explores studies 
that have specifically looked at these behaviours in custodial or residential 
environments. As the research is limited, studies have been included within 
other residential environments such as mental health institutions or treatment 
settings, although the difference in context should not be ignored.
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Studies on attachment and interpersonal behaviours
Research indicates that young people with an avoidant style are more likely to 
avoid close relationships (Mikulincer & Shaver, 2005) and show hostility to 
neediness of distress, either in self or others (Kobak & Sceery, 1988). 
Kennedy and Kennedy (2004) suggest that teachers may view those children 
with avoidant styles as aloof or distant. Studies with young adults have found 
that dismissing adults were more likely to demonstrate cold and hostile 
interpersonal behaviours than nurturant (being friendly or approachable) and 
expressive interactions (Bartholomew & Horowitz, 1991; Kobak & Sceery, 
1988).
The ‘positive’ aspect of the avoidant attachment strategy is expressed as self- 
sufficient behaviours (Howe et al. 1999), thus others may view them as 
needing or requiring little help. Dozier’s (1990) work on attachment styles and 
therapeutic intervention evidenced that dismissing clients are more likely to 
present as invulnerable and self-reliant leading to others (including therapists) 
offering them little assistance.
For young people with an ambivalent style of attachment, the ‘hyperactivation’ 
of their attachment system may create more intense and volatile relationships 
with those around them. As people with ambivalent attachments struggle to 
trust others, their relationships are fraught with anxiety and may lead them to 
display confusing interpersonal behaviours (Howe et al. 1999). This could lead 
to frustrating personal interchanges as the ambivalently attached individual 
struggles to find appropriate ways to get their needs met and others are 
uncertain how to find a way to comfort or help them (Ainsworth et al. 1978). 
Friends’ ratings of the interpersonal behaviours of young adults with 
preoccupied attachments suggested that their attempts to be dependent on 
others took on a controlling or dominating style (Bartholomew & Horowitz, 
1991).
Young people with disorganised attachments will have internal models with 
inconsistent views of themselves and others including the belief that they are
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sometimes bad and powerful. These young people will engage with others in 
an inconsistent way being unsure whether to approach or avoid interactions 
(Main & Hesse, 1990).
Studies on attachment and aggression and externalising behaviours
Most studies when looking at attachment in relation to rule breaking and 
violence have conceptualised it as aggressive behaviour in younger children 
or externalising or ‘problematic’ behaviour in older children and adolescents.
Strong empirical evidence exists for the association between insecure 
attachment and childhood aggression and conduct disorders (Fagot and 
Kavanagh 1990; Lyons-Ruth, 1996; Sroufe et al. 1990; Turner, 1991) and for 
the continuity between early aggressive behaviour to the use of physical 
violence in adolescence (Broidy et al, 2003).
However it is not clear from the studies whether a particular insecure 
attachment style is more associated with behavioural problems than others. 
The categorisation of attachment used is likely to influence any research. 
Studies that did not use the disorganised category found that avoidant 
attachment was most linked to aggression and conduct disorders (Fagot & 
Kavanagh, 1990; Sroufe et al. 1990). When the disorganised category was 
included, studies then found that this attachment style was most associated 
with aggressive behaviour (Lyons-Ruth, 1996). Differences in findings may 
also be due to the difficulty in comparing clinical and non-clinical populations 
as it is claimed that associations between attachment and externalising 
behaviours (like aggression) are stronger in clinical populations and high-risk 
populations (in these instances meaning those with social, emotional and 
economic deprivation) (Mûris et al. 2001; Ronnlund & Kalsson, 2006). High- 
risk populations are likely to include those young people who end up in 
custody.
In studies with adolescents, some have highlighted the role of insecure 
attachment in externalising behaviours (Elgar et al. 2003). However, many
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have used dichotomous measures of insecure and secure attachment so 
cannot offer evidence on the relationships with particular attachment styles. 
Other studies have differentiated insecure attachment styles and have 
produced inconsistent findings. Similar to studies on younger children, the 
majority of studies have not included disorganised attachments in the 
measures they used.
A number of studies suggest that adolescents with preoccupied attachments 
show the most levels of externalising behaviours and adjustment difficulties 
(Brown & Wright, 2001 ; Cooper et al. 1998). Cooper et al. (1998) found that 
adolescents with preoccupied attachments showed more risk-taking 
behaviours. However, findings of a clinical population of young people showed 
that those with dismissing (avoidant) attachment showed most hostility and 
were most likely to display externalising behaviours and conduct problems 
(Rosenstein & Horowitz, 1996). The second study’s findings are in line with 
the existing body of research that evidences that dismissing styles are 
associated with hostility, aggression and antisocial behaviour (Renken et 
a/. 1989; Sroufe etal. 1990).
Research has also started to explore why different attachment styles may lead 
to externalising behaviours. Some studies have explored this from an affect 
regulation perspective (Kobak & Sceery, 1988; Mikulincer & Shaver, 2005). 
Kobak and Sceery (1988) suggest that those with preoccupied attachments 
may heighten their distress when faced with a stressful situation and display 
this as anger directly to the attachment figure. The difficulty for those with 
preoccupied attachments to regulate their own affect without the help of others 
means they engage in a lot of ‘emotional acting out’ (Howe et al. 1999). This 
may be a way of gaining both caregiver attention but showing their resistance 
(Allen & Land, 1999) and could result in high levels of anger (and potentially 
aggression or violence) to others. Unlike those with avoidant attachments, 
they cannot suppress their emotions and have a low frustration tolerance, 
leading to risk taking, impulsivity and hyperactivity (Sroufe, 1983, cited in 
Thompson, 1999).
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In contrast, those with avoidant attachments (with a deactivating strategy) 
have no means of regulating their distress except by controlling the 
expression of their negative emotions (Mikulincer & Shaver, 2005). This 
means that any threat to this sense of control (such as loss or fear 
experiences) can result in short lived bursts of aggression and other emotions 
(Howe et al. 1999) without an understanding of why this has occurred (Cooper 
et a/. 1998).
Unlike those with ambivalent attachments, they may be more likely to displace 
these hostile interactions on to other young people so as to avoid disrupting 
attachment to carers (Kobak & Sceery, 1988). However, Kobak et al. (1993) 
studied adolescent-parent dyads and evidenced anger being displayed 
directly to parents by avoidant adolescents. They hypothesised that a possible 
function of this behaviour may be to create distance from the parent. However 
a limitation in their measures was their inability to differentiate the function of 
anger, leading only to a hypothesised conclusion (Kobak ef al. 1993).
Those with disorganised attachments have been shown to use aggressive 
behaviour too, through controlling or coercive behaviours (Lyons Ruth, 1996). 
These may also be displayed as helpless rage as they have no structured or 
organised way to regulate their affect (Howe et al. 1999). In adults, fearful 
attachments have been evidenced to be highly linked to personality disorders ^
and may represent a “distortion of reality or negativity about others” (Shorey & 
Synder, 2006, p11).
Custodial Context
Insecure attachment styles In custodial settings
As highlighted before, insecure attachment is highly prevalent in offender 
populations in custody (Ross & Pfafflin, 2007). However, the evidence base 
tends to be drawn from studies of sexual offenders or personality disordered 
offenders, which may lead to skewed findings if taken to represent the general
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custody population. However, although comparisons of sexual offenders and 
non-sexual offenders have tended to produce inconsistent results, the 
suggestion is that insecure attachment is prevalent in offenders who have 
committed different offences (Baker & Beech, 2004).
Within personality disordered offenders, high numbers of unresolved and 
cannot classify attachment categories (van IJzendoorn et al. 1997) and 
dismissing and unresolved (Adshead, 2003; Levinson & Fonagy, 2004) have 
been identified. These studies have all used the AAI to determine attachment 
style so offer some comparability between them. There have been fewer 
studies of attachment styles with incarcerated juvenile offenders (Funari, 
2005) although research has shown associations between insecure 
attachments and delinquent and antisocial behaviour in community 
populations of adolescents (Buist et al. 2004; Elgar et al. 2003; van 
IJzendoorn et al, 1995). However, the distinction between delinquency and 
offending deemed serious enough to attract a custodial sentence (and indeed 
between the young people involved in either) must be made when 
generalising these results.
The known prevalence of abuse and maltreatment in offender populations 
(Farrington, 2002) and the consistently evidenced association of this with 
insecure attachments (Crittenden, 1992; Finzi et al. 2000; Werkerle & Wolfe, 
1998) again suggest the relevance of exploring attachment relationships and 
behaviours within offending populations. Children who have been maltreated 
may expect maltreatment and abuse from all relationships in the future (Finzi 
et al. 2000). This may especially hold true for relationships with custodial staff 
which involve a caregiving element.
The reciprocity of caregiving and care-eliciting relationships in 
residential/custodial environments
Due to the prevalence of abuse and insecure attachments, the majority of 
young people in custody are likely to have internal working models which 
contain their experiences of previous less optimal (and abusive) caregiving.
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This will be accompanied by negative views of self and/or others which will 
shape their expectations of the relationships they develop with staff who are 
there to care for them (Bowlby, 1980). The caregiving nature of relationships 
in custody suggests that both aspects of attachment, caregiving behaviours of 
staff and care-eliciting behaviour of young people are important (George & 
Solomon, 1996).
Attachment theory suggests that caregiving and care-eliciting systems are 
activated when individuals face loss or fear experiences. These systems are 
expressed as reciprocal behavioural patterns, as well as sets of beliefs and 
cognitions (George & Solomon, 1996). Thus it might be expected that young 
people (and adults) “would seek out alternative sources of comfort and 
support in times of distress when access to existing attachment figures is 
impossible” (Zegers et al. 2008, p92).
Schuengel and van IJzendoorn (2001) caution against thinking that all 
relationships with staff will be attachment relationships and indeed that 
attachment relationships with staff are evitable. However, positive outcomes 
for young people in residential settings have been shown to be related to 
relationships and attachments made with staff (Green et al. 2001). Although 
these settings are potentially more treatment based than custody, the 
importance of exploring relational behaviour and even why attempts to make 
relationships with young people may not be working (Dozier et al. 1994; Rose, 
2002) is beneficial to understanding the process of the custodial experience.
Although the caregiving system has been less well studied, research has 
shown it offers a reciprocal goal of providing protection to the child (George & 
Solomon, 1996). Similar to attachment, caregiving also involves 
representations of self, other and relationships under three main areas: 
willingness to respond, effectiveness of caregiving strategies and ability to 
read and understand signals. (George & Solomon, 1999).
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It may be valuable therefore to recognise how staff members’ own attachment 
representations may influence caregiving representations (Schuengel & van 
IJzendoorn, 2001). This may negatively interact with young people’s care- 
eliciting behaviour creating maladaptive or inappropriate relationships, which 
could become conflict-ridden, over-involved or abusive (Adshead, 2003); thus 
confirming the young person’s internal working model of not being deserving 
of and others not providing care and comfort that is required (Kobak et al.
2001).
Young people’s care-eliciting behaviours themselves (based on experiences 
of rejection, inconsistency or frightening care) may also influence the 
caregiving behaviours of staff making it difficult for staff to actively engage with 
them or even to be motivated to spend time with them. Staff may view those 
with avoidant strategies, who appear to ‘want’ little care, as less demanding or 
even describe them as ‘model’ clients/patients/prisoners (Adshead, 2003). 
Their positive self reliance then becomes reinforced by the staff’s reaction and 
their need to connect to others is missed (Rose, 2002).
Staff may become anxious or frustrated with the intensity and confusion of the 
care-eliciting strategies of ambivalent young people and uncertain what they 
should do for the best. Team meetings may also play out these caregiving and 
care-eliciting interactions on a wider scale. It is feasible that uncertainty about 
how to understand and manage young people with ambivalent attachments 
can create anxiety and conflicts within teams. This can lead to splits in the 
team (Adshead, 2003) and may well lead to a lack of consistency in their care 
which then reinforces the previous caregiving approach they are used to.
The wider custodial context
The context of custody poses a number of attachment threat-related scenarios
î
which may be linked to rule breaking or violent behaviours. As custody itself 
represents a punishment by society for criminal behaviour, efforts to control 
behaviour within it may be construed by young people as another part of the 
punishment-orientated environment and viewed as coercive (Bartollas, 1982).
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Moore et al. (1998) argue that social control has not successfully stopped 
these young people’s behaviours in the past and is unlikely to be seen by 
them as a form of caring. This can open up coercive interchanges where 
young people’s view of self as bad is reinforced and a re-enactment of earlier 
negative life experiences is evident (Blumenthal,2000).
As well as separation and loss from external attachment figures through 
admission to custody (Zegers et al. 2006), new threats of separation may 
occur during their stay by staff leaving or by sentences ending. This may 
create distress which can be expressed as anger to staff, including direct 
assaults, to persuade them not to leave (Adshead, 1998). Some individuals 
may display aggressive behaviour at the end of their stay in an attempt to 
remain or reoffend in their first few days out so they return to where they feel 
safe (Blumenthal, 2000). Those with unresolved attachments will find 
separations and endings difficult to manage (Adshead, 2003). Those with 
ambivalent attachments may also be anxious about separation and blame 
themselves (Mikulincer & Shaver, 2005).
Research studies on attachment and interpersonal behaviours or rule 
breaking and violent behaviours in custody
The majority of literature on attachment in custody or residential settings has 
tended to be based more theoretically on why attachment should be 
considered rather than discrete studies on the actual behaviours within these 
settings. However, based on the above, it seems reasonable to assume that 
internal working models of attachment may be relevant in understanding 
interpersonal behaviours and those behaviours viewed as difficult or 
problematic (such as rule breaking or violence). For staff teams dealing with 
these behaviours, this may help them tolerate them more and try to find ways 
to engage with young people (Moses, 2000; Wallis & Steele, 2001).
A limited number of studies have included both attachment styles and 
interpersonal behaviours in their designs within adult prison environments.
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Ross & Pffafflin (2007) used the Inventory of Interpersonal Problems (IIP, 
Horowitz, Strauss & Kordy, 1994) whereas two other studies used more 
specific measures of interaction in forensic environments. However, despite 
both Ross & Pffafflin (2007) and Baker and Beech (2004) distinguishing 
different attachment styles in offender and non offenders samples, neither 
studies looked at this and differences in interpersonal behaviours. Van 
IJzendoorn et al. (1997) found an association between attachment insecurity 
and hostility and domination in relationships with staff. However, interpersonal 
behaviours such as angry dominance, rejection, inaccessibility, hostility and 
absence of empathy did not differentiate across attachment categories.
On a broader level than this, Moses (2000) interviewed residential staff 
working with young people about their relationships with them. He found that 
staff differentiated between relationships that were rewarding or negative to 
them. Staff talked about ‘wasting their time’ with more difficult young people 
(meaning those that they could not get on with, who were unpredictable and 
seen as intentionally abusive). Staff also felt more appreciated when affection 
was reciprocated. These findings suggest, “those most in need are likely to 
receive the least sensitive caregiving (although not necessarily the least 
amount of attention)” (Moses, 2000, p486).
Another study in a residential unit examined the interactions of staff and young 
people across a 7-month period, looking at both of their attachment 
representations. They found that reliance on staff increased or decreased in 
relation to the security of the staff’s own attachment style. The degree to 
which young people were seen as hostile was also related to their own 
attachment representation and that of staff (Zegers et al. 2006).
The limited research, particularly that which differentiates by attachment style 
suggests that very little is known about attachment and styles of interacting 
within custody or residential environments.
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A similar picture is true for research on attachment and rule breaking or violent 
behaviours. Moore et al. (1998) studied how a residential setting for young 
people based on attachment principles reduced episodes of damage to 
property, threats of violence and injuries. However, these authors described 
the theoretical model behind the programme rather than presented results 
from research, suggesting that a more rigorous evaluation had not been 
undertaken. In addition, the environment represents a difference from 
custodial experiences for young people in that young people can return home 
for weekends.
One of the handful of studies which has specifically looked at attachment and 
‘problematic’ behaviours in a residential setting was part of a wider set of 
studies in the same setting by Zegers et al. (2008). They used the AAI and 
compared attachment styles to staff’s ratings of internalising and externalising 
behaviours and recorded incidents. They found that preoccupied adolescents 
committed the most rule breaking behaviours and were considered by staff to 
be the most problematic with the highest levels of externalising behaviours. 
Dismissing and autonomous attachment styles were associated with incidents 
of violence towards staff. It was suggested that this may be part of a 
‘deactivating strategy’ to regulate distress and the authors suggested that 
those young people with autonomous attachments may have needed to use 
this approach if they had not formed any attachment relationships.
Although the study used the AAI, which is considered the ‘gold standard’ 
method of assessing attachment, the authors noted that their sample size was 
relatively small and may have affected the power of the analysis (Zegers et al. 
2008). The majority of the sample was female, but gender was not 
differentiated in their results.
Finally, a study within a prison environment looked specifically at attachment 
and bullying behaviours of young males. Ireland and Power (2004) found that 
those who were classed as both bullies and victims were more likely to be 
avoidantly attached. These findings did not meet the authors’ theoretical
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arguments that victims would be avoidantly attached and bully/victims would 
be ambivalently attached. Although, this argument was, in itself, inconsistent 
to others who have theorised that it should be vice versa (Howe et al. 1991). It 
would therefore appear there is some inconsistency between theoretical 
perspectives and empirical findings for bullying which needs further testing. It 
may also reflect the difficulty in accurately identifying who are ‘pure bullies' 
(Ireland and Power, 2004).
Summary
Research has evidenced that attachment is a useful concept to think about 
interpersonal behaviours and rule breaking behaviours (including aggression 
and violence). The nature of caregiving and care-eliciting relationships in 
custodial settings and the prevalence of insecure attachments in offender 
populations has encouraged researchers and clinicians to apply attachment 
theory to these settings. In fact, many have argued that custodial staff should 
provide a ‘secure base’ for those in their care (Adshead, 2003, Moore et al. 
1998). However, research within these settings themselves has been limited. 
Further exploration of the role of attachment in understanding the behaviours 
displayed by young people in custody would therefore be a beneficial area of 
study.
The present study
This study involves determining the associations between attachment and 
interpersonal behaviours, including rule breaking and violent behaviours within 
a custodial setting for adolescents. The study also aims to compare self-report 
attachment styles by young people and perceptions of young people’s 
attachment styles by staff and whether there are differences between these in 
relation to interpersonal behaviours, rule breaking and violence which may be 
exhibited. Research questions and hypotheses are based on existing research 
evidence and theory.
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Objectives and Aims:
The main objective of the study is to determine how attachment can help 
understand behaviours of young people in a secure unit.
The three main aims are:
1) To explore if differences exist in young people’s self reported 
attachment and their perceived attachment by staff
2) To explore the associations between attachment and interpersonal 
behaviours
3) To explore the associations between attachment and rule breaking and 
violence
Hypotheses:
Hypothesis 1 :
There will be a positive correlation between young people’s ratings of their 
own attachment and staff ratings of the young people’s attachment.
Hypothesis 2:
There will be associations between different attachment styles and 
interpersonal behaviours observed through daily interactions on the units.
Two further directional hypotheses are:
2a) There will be a positive relationship between secure attachment and 
nurturant and gregarious interpersonal behaviours.
b) There will be a positive relationship between dismissing attachment and 
hostile interpersonal behaviours.
Hypothesis 3:
There will be associations between different attachment styles and recorded 
incidents and sanctions.
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Two further directional hypotheses are:
3a) There will be a negative relationship between secure attachment and all 
recorded incidents and sanctions.
3b) There will be a positive relationship between dismissing attachment and 
incidents involving violence.
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METHOD
Design
This study uses a cross sectional quantitative design.
Measures
Attachment Measures
The majority of previous studies of attachment in adolescents and adults have 
used either the AAI or one of several self-report measures. The AAI shows 
good discriminant validity and has already been quoted as ‘the gold standard’ 
(Crowell & Treboux, 1995). However, as the researcher of the current study 
was not trained in administration or scoring of the AAI and it would have 
placed extensive resources on the secure unit to supervise the interview 
sessions, it was not viable for this study. Therefore a review of existing self- 
report measures considering reliability and validity, approach to classification 
of attachment and their applicability to adolescents was undertaken prior to 
choosing the measures (see Appendix 2).
Due to evidence on the high prevalence of insecure attachments in custody 
(e.g. van IJzendoorn et al. 1997) measures were selected that differentiated 
between insecure styles rather than just a secure-insecure dichotomy 
(Kozlowska & Hanney, 2000). Two self-report attachment measures were 
used in line with suggestions that this provides a more valid assessment 
(Mûris et al. 2001) and is a more reliable method for the assessment of 
attachment in adolescents (Scharfe, 2007, personal communication).
Relationship Questionnaire (RQ) (Bartholomew & Horowitz, 1991)19
This questionnaire consists of two parts and provides both a categorical and 
continuous measure of attachment. The first part of the RQ comprises of 4 
statements about relationships with other people and the young person has to 
pick the one most like them. Each statement represents a different attachment 
style (secure, dismissing, preoccupied and fearful). In the second part, the
19 See Appendix 3 for copy of RQ
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young person is asked to rate to what extent they think each of the first four 
descriptions is most like their relationship style using a 7-point Likert Scale 
(from ‘not at all like me’ to Very like me’).
Although the RQ was initially designed for university students it has been used 
with secondary school aged children in a recent study (Karavasilis et al. 
2003). Moderate to high test-retest reliability (coefficients ranged from .72 to 
.96) has been shown over an 8-month period (Scharfe & Bartholomew, 1984).
The RQ was used with both staff and young people to rate the young people’s 
attachment.
Attachment Styles Questionnaire (ASQ) (Feeney, Noller & Hanrahan, 
1994).20
This is a 40 item questionnaire which provides a dimensional measure of 
attachment. Answers are rated on a 6-point Likert scale from ‘totally disagree’ 
to ‘totally agree’. Questions were based on the themes arising from infant and 
adult attachment research. The ASQ has 5 subscales:
1) Confidence (in self and others, being confident to get close to other 
people and let them get close to you)
2) Discomfort with closeness (finding it difficult to get close to and 
depend on other people)
3) Relationships as secondary (emphasising achievement and 
independence over relationships)
4) Need for approval
5) Preoccupations with relationships (need to reach out to others to 
meet dependency needs)
The Confidence subscale represents secure attachment whilst the other four 
subscales represent an aspect of insecure attachments.
20 See Appendix 4 for copy of ASQ
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The ASQ was designed for adolescents as well as those with limited 
experience of romantic relationships. It shows good reliability (Cronbach alpha 
coefficients ranging from 0.76-0.84 for subscales). Validity was assessed by 
correlating it to a previously designed self-report measure (Hazan and Shaver, 
1987) and determining that the same constructs were being measured.
Behavioural Measures
Staff ratings on the (Chart of Interpersonal Reactions in Closed Living 
Environments (CIRCLE) (Blackburn & Ren wick, 1996)21 
This scale was adapted from the Nurses Observation Scale that was 
developed for use in Special Hospitals (some of the terminology (e.g. nurse, 
patient) had been changed to make it appropriate to the secure unit). It is used 
to assess interpersonal styles using the Chart of Interpersonal Reactions in 
Closed Living Environments (CIRCLE), which is designed on a circumplex 
measure of interpersonal functioning (Blackburn & Renwick, 1996)22
It is a 51 item scale and asks staff members to rate young people’s day to day 
behaviour. The behaviours include whether the young person takes part in 
activities on the unit, do they go to staff for advice or approval, are they hostile 
or threatening to others, do they sit by themselves etc. Scores are collected 
from two raters and summed for each item. This minimises bias and is 
recommended due to low reliability based on single person ratings (Blackburn 
& Renwick, 1996).
Scores from the observation scale are converted to z scores and plotted on a 
circumplex structure measuring 8 interpersonal styles with the following trait 
characteristics (Blackburn & Renwick, 2006):
Dominant (confident, assertive, forceful, opinionated)
Coercive (arrogant, argumentative, demanding, rebellious, unreliable)
Hostility (suspicious, sullen, unfriendly, uncooperative, unreliable)
21 See Appendix 5 for copy of staff ratings scale for CIRCLE
22 See Appendix 6 for diagram of CIRCLE
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Withdrawn (isolated, inactive, withdrawn)
Submissive (meek, passive, unassertive, avoidant, indecisive)
Compliant (conforming, respectful, docile)
Nurturant (helpful, friendly, concerned, approachable)
Gregarious (sociable, talkative, cheerful)
The CIRCLE has been shown to have good psychometric properties and meet 
the requirements of circumplex measurement (Blackburn & Renwick, 1996). 
The scale was developed for an adult psychiatric population but has been 
used in mainstream prisons (Blackburn, 2007, personal communication). 
Although it has not been previously used with adolescents, the behaviours are 
those that may be seen in any kind of secure unit, and therefore it was felt 
appropriate for the study. As the scores are converted to z scores, they could 
be compared within the study’s population rather than to norms given for the 
adult psychiatric population.
Rule Breaking and Violent Behaviours
Young people’s rule breaking and violent behaviours within the secure unit 
were measured using records of incidents and sanctions. This information is 
routinely collected by the secure unit. Only already existing behavioural 
measures were used.
These measures are indicative of what may be classed as ‘challenging’ 
behaviours in terms of their management for the centre and the difficulties 
posed to the staff team. The measures were collected retrospectively and 
taken for a month period of the young person’s stay in the unit. As the 
majority of young people at the secure unit did not have long sentences 
(average sentence length of 12 weeks. Figure taken from entire secure unit 
population prior to study starting), then a month period for monitoring incidents 
was considered an adequate time measure.
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Types of incidents were broken down into categories after reading the full 
incident reports. Specific assaults on staff or young people were recorded by 
the secure unit separately.
Measures collected for each young person in a month period were:
• Total number of incidents
• Incidents were further broken into categories:
■ Aggression to staff
■ Aggression to other young people
■ Young person was the victim of aggression
■ Young person was non-compliant to request (no use of 
aggression
■ Property being damaged (no use of aggression towards 
specific others)
■ Security breaches (no use of aggression)
• Number of Restraints
• Number of Bullying reports opened with young person as perpetrator
• Number of Bullying reports opened with young person as victim
• Number of bullying reports opened after a fight*
• Number of assaults on staff
• Number of assaults on young people
• Number o f  sanctions given on unit
• Number of sanctions given in education
• Temporary exclusions from education
"Bullying reports were opened if there were concerns about possible 
bullying behaviours by one young person to another. Interactions between 
them were then monitored. If there was a fight between two young people, 
a bullying log would be opened with both named as perpetrator and victim 
and interactions would be monitored for a 24 hour period.
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Demographic and Background Information
Information was collected on: age, gender, ethnicity, home environment (eg. 
family home, foster care etc), care history, records of abusive experiences 
(including neglect, emotional, physical and sexual) and previous offence 
history (including type and number of offences, age of first offence, previous 
custodial sentences).
Procedure
Setting
The research took place in a secure unit for male and female young people 
aged 12-17 years old who had either committed an offence or were on 
remand. When full, the unit accommodated 76 young people (32 females and 
44 males).
Young people are accommodated in small living units (5-8 people) with 2-3 
members of unit staff depending on size of unit. Each young person is 
assigned a primary named key-worker (2 other named key-workers are given 
to cover shift patterns so the young person has access to a named key-worker 
across all times during the day). The aim of this is to help the young person 
develop more consistent relationships with staff through individual key-work 
sessions.
As part of the juvenile secure estate, the main focus is on the prevention of re­
offending. This runs alongside a childcare ethos and all young people are 
reviewed at a weekly multi-disciplinary meeting that discusses suicide and 
self-harm concerns, incidents, bullying and an overall progress report on each 
young person. The unit is inspected by both youth justice and care standards 
agencies.
All young people are required to attend daily education and work on 
individually assessed targets for offence-focussed work. Behaviour 
management is a key feature of the regime and individual behaviour 
management or education plans are utilised if a young person requires a more
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structured approach. Restraint is used under strict conditions and guidance. 
All incidents are recorded and monitored both within the Centre and by the 
YJB.
Sample size and power
A minimum of 65 participants were required based on numbers from previous 
research using the RQ and a circumplex measure of interpersonal behaviours 
(Bartholomew & Horowitz, 1991) and based on power calculations for 
correlations, using conventions for medium effects with 80% power and an 
alpha of 0.5 (suggested a sample of 64). However, all eligible young people in 
the secure unit were to be asked to participate to take into consideration 
difficulties with obtaining consent and attrition.
Exclusion Criteria:
Young people were excluded for a limited number of reasons:
a) if they were assessed by staff to be at risk of dangerous behaviour or 
self-harm (see risk assessment protocol in Appendix 8 with 
confidentiality guidance)
b) if their time in the secure unit (during the study period) was less than a 
month due to requiring a minimum month period for observation of 
behaviour
c) if they were currently on a long trial and out of the unit every day 
Recruitment
The young people were given information sheets on the study and asked if 
they wanted to participate by their Youth Offending Services worker (these are 
staff responsible for case management and allocated to each young person). 
Young people were reminded that participation was voluntary and they could 
withdraw at any time.
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Once consent was gained, letters were sent to the young people’s 
parents/carers and YOT23 workers. Parents/carers were sent an information 
sheet and an opt-out form. They were informed that consent would be 
assumed if there was no reply within a 10 day period. The YOT officer was 
asked to contact the unit if they had concerns about the young person’s 
participation.
Informing the Staff Team
The researcher met with the YOS team and with the Residential Managers 
within the secure unit to explain the research. In team meetings, the 
Residential Managers explained the research to the unit staff and they were 
given written information sheets. They were given an opportunity to ask 
questions and discuss any individual concerns with their manager.
Data Collection
Background information was taken from case files for the young person and 
their initial assessment paperwork.
Behavioural information was collated from the secure unit’s recording system 
on incidents, restraints and bullying reports and from the minutes of the multi­
disciplinary meetings, which incorporated information for each young person 
as part of their weekly feedback.
Completion of Questionnaires
Young People
Young people were only able to participate once they had been in the secure 
unit for a minimum of a month. This was to give staff an opportunity to get to 
know the young person in the secure unit environment and to observe their 
behaviours on the unit over a length of time.
23 External Youth Offending Team worker who has overall responsibility for young person’s training or 
sentence plan.
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The young people were given the questionnaires by their YOS worker and 
were asked if they wanted help to complete them. This gave the young people 
an opportunity to ask questions about what was being asked or help with 
reading the questions. They were offered support both during and after 
completing the questionnaires.
Young people were asked to complete the two attachment measures: The 
Relationship Questionnaire (RQ) and the Attachment Styles Questionnaire 
(ASQ).
Staff Members
Unit managers allocated questionnaires to individual staff members to ensure 
that they were someone who knew the young person. Unit staff completed 
the Relationship Questionnaire (RQ) measure about the young person’s 
attachment and the Staff Observation Scale (CIRCLE). YOS staff completed 
the Staff Observation Scale (CIRCLE) to provide two sets of observations for 
summing scores.
Management of Research
After discussion with the secure unit, it was agreed that the YOS staff would 
distribute the questionnaires to the young people and staff. This was due to an 
agreement that young people may feel more supported by someone they 
knew and because this was an easier process for the secure unit, than 
facilitating access for an external researcher. The researcher met fortnightly 
with the allocated research leads within the secure unit to discuss response 
figures, difficulties with the research and clinical decisions on whether young 
people could participate. The researcher played an active role in managing 
the research and keeping to the timescale through this process as well as 
supporting the research leads in their roles.
Ethical Considerations
Ethical approval for the study was given by the Youth Justice Board for 
England and Wales and the Faculty of Arts and Human Sciences Ethics
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Board, University of Surrey (see Appendices 7). The opt-out process of 
gaining consent from parents/carers was approved after consideration of the 
timescale of the study. Parents/carers were provided with stamped addressed 
envelopes for responding so there was no financial influence to bias 
consenting.
Confidentiality was discussed with each young person at the recruitment 
stage. Each young person was allocated a participant number and were told 
that any information given, except that which raised concerns about their own 
safety or the safety of others would be confidential. All questionnaires were 
collated and stored securely by the YOS team. Young people were told that 
for the duration of the study, their questionnaires could be identified for 
matching purposes but only limited people had access to them. The 
researcher was given questionnaires with only participant numbers. (Appendix 
8 shows the Information sheet, consent forms and confidentiality guidelines).
Data Analysis
Data was analysed using version 15.0 of the Statistical Packages for the 
Social Sciences (SPSS). Data was checked for missing values and two 
incomplete questionnaires were excluded from the analysis.
The data was assessed to determine if it met the assumptions for use of 
parametric tests. Normality of distribution was assessed using the 
Kolmorgorov-Smirnov Test and by testing significance of deviations from 
normality of z scores for skew and kurtosis. Values for skew and kurtosis were 
divided by their standard errors to provide a z score. Z scores which exceeded 
1.96 were considered significant (Field, 2005).
These preliminary analyses indicated that the . majority of behavioural 
measures were not normally distributed and had excessive skew and kurtosis 
scores. As correlations were to be the main method of analysis and these are 
particularly influenced by excessive kurtosis (De Carlo, 1997, cited by Fife- 
Schaw, 2008), non-parametric tests were used. Spearman’s rho correlation
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coefficients were utilised to detect associations between continuous variables 
For non-directional hypotheses, 2-tailed correlations were used. One-tailed 
correlations were used for all specified directional hypotheses and for 
correlations between attachment measures (including interrcorrelations).
Frequency data was used to describe the demographics and background 
characteristics of the overall sample.
Preliminary Analysis for Gender
Due to preceding research indicating gender differences in attachment, the 
data was subjected to a preliminary Mann Whitney analysis to determine if 
significant gender differences existed. As the finding of this was significant for 
some aspects of the attachment measures and recorded incidents, the results 
were analysed to control for this. The use of non-parametric tests meant these 
could not be partialled out, so the results were analysed in three stages:
1) Correlations between variables were analysed for males and females 
separately
2) All significant correlations found for either males or females were 
compared with the correlation coefficient of the other gender group to 
give a z score. A z score of ±1.96 represented a significant difference 
between the correlations and therefore a true gender difference.
3) When the correlations between males and females were not 
significantly different from each other (z score below 1.96), this meant 
that the relationship between the two correlated variables might have 
also be present for the other gender group (but did not reach 
significance). Therefore, this may not represent a true gender 
difference. It was likely then that the results were influenced by reduced 
power in the sample size.
All tables of correlations in the results section show this gender analysis. In 
each table, asterisks are placed beside significant correlations (p<0.05) found 
in either gender group. The number of asterisks used is dependent on
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whether gender differences are present or not. A key below each table 
describes this system. This is also shown below:
* Correlation reached significance in one gender subgroup, but no gender differences 
found.
** Significant correlation for both males and females 
*** Correlation reached significance in one gender subgroup but represents a gender 
difference
(Asterisks are placed next to the gender group where significance is observed) 
Participants:
There was a total of 115 young people either already in the secure unit or 
admitted to the secure unit during the study period (February 2008-May 2008). 
On average over this period, the secure unit had 60 young people in at one 
time.
Two young people (1.7%) were excluded based on risk assessment and 31 
(27%) were not in the unit for the minimum month period. These young people 
were either coming to the end of their sentence, were transferred to another 
secure unit or given a community order at their next court appearance.
Eighty two young people were eligible and invited to participate. Overall, 48 
young people (24 males and 24 females) agreed to participate. This yielded a 
response rate of 58% of all those eligible. Parental consent was only refused 
for a small percentage of young people (3.6%).
The exact number of staff members who participated is unknown due to this 
process being organised by the research site. Some staff, in all probability, 
completed questionnaires for more than one young person. In total, 48 
Relationship Questionnaires and 96 Staff Observation Scales (CIRCLE) (2 for 
each young person) were completed by staff.
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RESULTS
Demographics and background characteristics
The age of the participants ranged from 13 to 17 years with a mean age of 
14.9 years (SD=0.84). The majority of participants were White British (77%), 4 
(8%) were Black Caribbean, 2 (4%) were mixed White/Black Caribbean, the 
remaining 5 were equally divided between Asian Pakistani, Black Other, 
Middle Eastern, Mixed Other and White Other24. Participants were 
representative of the entire population of the secure unit in terms of age, 
gender and ethnicity.
The duration of time spent in the secure unit by young people prior to their 
data collection was grouped in 2 month periods and ranged from a 1 to 2 
month period to an 11 to 12 month period. The majority (62.5%) had only 
been in for 1-2 months.
Offending
The majority of young people were sentenced to DTOs25 with only a small 
minority sentenced for Section 91 or Section 228. The remaining 10% were 
remanded and had indeterminate sentence lengths.
Table 2: Type o f custodial sentence given to young person
Type of Sentence Frequency
(N=48)
Percentage
Detention and Training Order (DTO) 38 79.2
Remand 5 10.4
Section 91 (Powers of Criminal Court 
(Sentencing) Act, 2000)
3 6.3
Section 228 (Criminal Justice Act, 
2003)
2 4.2
Young people were sentenced for a range of offences and often had a number 
of concurrent offences. Thirty three per cent of young people had committed 
some form of assault, 27% a robbery and 20% had committed a theft
24 Ethnicity figures were taken from the secure unit’s own recording system.
25 See Appendix 1 for description of custodial sentences.
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(including Taking Without Consent (TWOC) (vehicle theft).26 Two young 
people (4%) had been sentenced for attempted murder, 1 for manslaughter 
and 1 for death by dangerous driving. Overall, 73% had committed some form 
of violent offence.
Thirty seven young people (77%) had committed previous offences with the 
mean age of first conviction being 13.7 years (SD 1.36). Numbers of previous 
convictions were only available for 37 of the young people, but ranged from 0- 
26 (Mean=3.38, SD=4.7).
Living Circumstances and Earlier Life Experiences
Prior to entering the secure unit, two thirds of young people lived with a 
biological parent (of these 31, 3% lived with their biological father, 71% with 
their biological mother and 26% with both biological parents). Just over a 
quarter of young people were in accommodation through the care system, 
either in a Children's home or foster placements. Table 3 shows the full 
breakdown of current living circumstances.
Table 3: Current Living Circumstances
Type of Accommodation Frequency
(N=48)
Percentage
With biological mother 22 45.8
With both biological parents 8 16.7
Children’s home 7 14.6
Foster home 6 12.5
With biological father 2.1
With granddad 1 2.1
With sister 1 2.1
Residential School 1 2.1
Bed and Breakfast Accommodation 1 2.1
Just over half of young people had some form of care history (27% voluntarily 
accommodated under Section 20, Children Act, 1989) 10% with a Full Care 
Order (Section 31, Children Act, 1989) and 12.5% remanded to the care of the 
Local Authority (these also included the young people who were currently
26 These percentages may count the same young people more than once, if they had 
committed more than one type of offence.
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remanded to the secure unit as these qualified for Looked After Children 
status whilst on remand). At some point in their life history, 33% of young 
people had been accommodated in a Children's home. The exact number of 
previous care placements was difficult to determine, but 27% of young people 
had two or more placements.
Just under half of the young people had recorded histories of abuse (8% were 
recorded as ‘don’t know’ under abuse history). Of those that had experienced 
abuse, the majority had been physically abused, with similar numbers 
experiencing both physical and emotional abuse and sexual abuse. Thirty one 
per cent of young people had witnessed domestic violence within the home. 
Table 4 shows the frequencies for all types of abuse. Some records were 
unable to provide detailed information on whether abuse had been 
experienced.
Table 4: Type of abuse experienced based on recorded information in file documents
Type of Abuse Frequency
(N=48)
Percentage
No recorded abuse 21 43.8
Physical Abuse 8 16.7
Physical and Emotional Abuse 4 8.3
Sexual Abuse 4 8.3
Don’t know (if abuse history) 4 8.3
Abuse Type not specified 3 6.3
Neglect 3 6.3
Sexual Abuse and Neglect 1 2.1
Thirty three per cent of young people had suffered bereavement within the 
family. For two young people the family member involved was not specified, 
but the records indicated multiple family deaths. Three young people (6%) had 
fathers who had died (in two instances this had been through murder) whilst 
4% had mothers who had died.
Six young people (12%) had parents who had been in custody or were 
currently in custody. Of these 6 young people, 4 had fathers in custody but 1 
young person had both parents who had been in custody. Eleven young
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people (23%) had parents who had mental health and/or substance misuse 
difficulties.
Prevalence of insecure attachment and gender differences
Table 5 shows the frequency for males and females and total sample based 
on the categorical measure of attachment on the RQ. Overall, just over half of 
the young people were in the dismissing group. The majority of males were in 
the dismissing group, whereas females tended to be more evenly divided 
between dismissing, secure and fearful. Only a very small percentage of 
young people (4.4%) and no females rated themselves as preoccupied.
In terms of the continuous measures of attachment on the RQ, males rated 
themselves significantly higher on the preoccupied rating scale than females 
(11=176.0, p<0.05). Males were also more likely to score higher on the 
dismissing scale of the RQ than females. This was based on differences 
between the two genders approaching significance (11=191.5, p=0.06)27. 
Only the need for approval scale of the ASQ differentiated males and females 
with males scoring significantly higher than females (U= 153.0, p<0.05).
Table 5: Frequency of attachment categories identified by young people and staff using 
the RQ28.
Young People Ratings Staff Ratings
RQ Male Female Total Male Female Total
(%) (%) (%) (%) (%) (%)
Secure K4.8) 7(29.2) 8(17.8) 5(22.7) 8(36.4) 13(29.6)
Fearful 4(19.0) 8(33.3) 12(26.7) 7(31.8) 4(18.2) 11(25.0)
Preoccupied 2(9.5) 0(0.0) 2(4.4) 2(9.1) 4(18.2) 6(13.5)
Dismissing 14(66.7) 9(37.5) 23(51.1) 8(36.4) 6(27.2) 14(31.9)
Total 21 24 45 22 22 44
27 Based on cut off of 0.05 indicating significance.
28 Two male participants had not identified a categorical measure of attachment so have been excluded 
from this analysis. One male had not completed his attachment measures.
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The reader is reminded that for the remaining results, every significant 
correlation (p<0.05) found for either gender has been examined for gender 
differences. This follows the procedure for analysis outlined in the Method 
section on page 190. In each table, significant correlations are highlighted and 
a key below each one indicates if gender differences were found. This gender 
analysis is relevant for Tables 6 to 15 (excluding Table 11).
Intercorrelations of Attachment Ratings
A positive correlation was observed between secure and fearful attachment 
ratings for males but not for females (rs=.45, p<0.05). Ratings for fearful 
attachment were significantly correlated with preoccupied ratings for females 
(rs=.48, p<0.05). There was no significant difference for this latter relationship 
between the gender groups.
Table 6 below shows the intercorrelations between subscales on the ASQ. 
Although some of the correlations only reached significance in one gender 
group, no significant gender differences were observed between any of the 
correlations. The two subscales reflecting Anxiety (preoccupation with 
relationships and need for approval) and the two subscales reflecting 
Avoidance (discomfort with closeness and relationships as secondary) 
showed significant intercorrelations in both gender groups.
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Table 6 : Intercorrelations among ASQ subscales
Scale DwC NfA PwR RaS
M F M F M F M F
Confidence -.21 -.57*
(p<0.05)
-.03 -.30 .29 .11 .25 -.31
DwC .34 .38*
(p<0.05)
.21 .26 .38**
(p<0.05)
.51**
(p<0.05)
NfA .75**
(p<0.05)
.58**
(p<0.05)
.57*
(p<0.05)
.07
PwR .39*
(p<0.05)
-.03
A/6: DwC= Discomfort with closeness, NfA = Need for Approval, PwR= Preoccupied with Relationships, 
RaS= Relationships as Secondary
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found.
** Significant correlation for both males and females
(Asterisks are placed next to the gender group where significance is observed).
Correlations between attachment measures
As Table 7 shows, there were several significant correlations between the two 
measures of attachment. Ratings of secure attachment showed a significant 
gender effect as correlations with discomfort with closeness and relationships 
as secondary were negative for females (rs=-.38, p<0.05 and rs= -.57, p<0.05 
respectively but this was distinct from the positive (albeit not significant) 
correlations found in males (z=1.91 and z= 2.68 respectively). The correlation 
between fearful and need for approval appeared to represent a much stronger 
relationship for females than males, although both were positively related 
(rs=.69, p<0.05 compared to rs=.24; z = 1.88). A final gender difference was 
observed between dismissing and confidence with a negative correlation 
evident in the female group that was not observed in the male group (rs=-.47, 
p<0.05 compared to rs =.24; z=2.35).
The correlations that were observed in both males and females and therefore 
indicate the most consistent positive correlations across the sample were 
between fearful and preoccupied with relationships (rs = 47, p<0.05 for males 
and rs=.35, p<0.05 for females) and fearful and relationships as secondary (rs
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=.56, p<0.05 for males and rs=.37, p<0.05 for females). Both of the subscales 
reflecting ‘Anxiety {preoccupied with relationships and need for approval) were 
positively correlated to preoccupied ratings (rs=.39, p<0.05 for males and 
rs=.62, p<0.05 for females; rs=.64, p<0.05 for males and rs=.62, p<0.05 for 
females respectively).
Finally, the dismissing ratings were positively correlated for both males and 
females to one of the two subscales reflecting ‘Avoidance’, relationships as 
secondary (rs=.35, p<0.05; rs=.42, p<0.05 respectively). On the second of 
these scales, discomfort with closeness, the correlation with dismissing did not 
reach significance for males (rs=.32, p= 0.07). However, this was not 
significantly different from the positive correlation found in females (rs=.62, 
p<0.05).
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Relationship between Staff and Young People’s Attachment Measures
There were very few significant correlations between young people’s 
attachment ratings and staffs attachment ratings for the young person on the 
RQ. Staff and young people’s secure ratings were positively correlated for 
males (rs = .42, p<0.05). However, secure ratings by staff were positively 
correlated to preoccupied ratings for females (rs =.43, p<0.05). There was no 
significant difference in either of these relationships between the gender 
groups.
Table 8: Correlations between staff and young people’s continuous ratings of 
attachment on the RQ.
Attachment
Style
Young Person’s Ratings
Secure Fearful Preoccupied Dismissing
M F M F M F M F
Staff-Secure .42*
(p<0.05)
.14 -.07 .24 .09 .43*
(p<0.05)
.03 -.05
Staff-Fearful .08 -.04 .19 -.06 .03 -.05 .18 .16
Staff-
Preoccupied
.18 -.12 .21 .01 .17 .21 .30 .00
Staff-
Dismissing
-.21 -.22 -.12 -.05 .12 -.22 .18 .25
A/S; YP = young person’s rating.
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found. 
(Asterisks are placed next to the gender group where significance is obsen/ed).
Only two significant correlations were evident between staff ratings on the RQ 
and subscales of the ASQ. Staff ratings for dismissing were positively 
correlated to discomfort with closeness subscale for males (rs=.38, p<0.05) 
and negatively correlated to confidence subscale for females (rs=-.40, p<0.05) 
although these did not reflect differences between genders.
Attachment and Interpersonal Behaviour
RQ ratings and Interpersonal Behaviour
Determining an accurate profile of each attachment group (using the 
categorical measure) based on the position of their mean scores for each of
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the 8 interpersonal styles on the CIRCLE was hindered by the small numbers 
(mean scores have not been commented on when there was either only 1 or 2 
young people in a particular attachment group)29. None of the standardised 
mean scores based on self-ratings by females in any of the attachment groups 
were extreme, with largest standardised mean scores of 0.36 and 0.25. Table 
9 shows the correlations between continuous attachment ratings and 
interpersonal behaviours.
For females in the secure group, all means centred too close to zero to be 
able to differentiate. None of the correlations based on young people’s ratings 
of secüre attachment reached significance. Using the staff categorisation of 
secure attachment, elevated means for both genders were found in the 
submissive-compliant quadrant and on the nurturant side of the circumplex 
model. This was consistent with staff’s continuous ratings for secure which 
were negatively correlated to coercion and hostility (rs=-.51, p<0.05 and rs=- 
.49, p<0.05) and positively correlated to compliance in females (rs=.49, 
p<0.05). They were also positively correlated to gregariousness (rs=.45, 
0<0.05) but negatively to withdrawnness (rs=-.45), p<0.05) in males. None of 
these represented a significant difference for these relationships between 
gender groups. However, staff ratings of secure were also negatively 
correlated with dominance scale for females (rs=-.43, p<0.05) but this was not 
true for males (z =2.07).
29 This analysis attempted to follow Bartholomew &  Horowitz’s (1991) study where they determined a 
profile based on elevated mean scores for each attachment style on a circumplex measure of 
interpersonal functioning.
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For females in the fearful group, the means centred around the nurturant- 
dominant quadrant. The highest mean for males was in the submissive octant. 
Mean scores for the staff-categorised fearful group had elevated scores for 
both genders in the submissive octant, although females also showed 
elevation in the dominant-gregarious quadrant and males in the coercion 
octant. However, none of the correlations based on continuous fearful ratings 
by young people or staff reached significance.
Young people’s continuous ratings of preoccupied were negatively correlated 
with dominance for females (rs=-.43, p<0.05) and gregariousness for males 
(rs=-.44, p<0.05). However, these preoccupied ratings were positively 
correlated with withdrawnness frs=.39, p<0.06, non-significant trend) for males 
and submissiveness for females (rs=.62, p<0.05). None of these correlations 
reflected a gender difference in the associations between variables.
A reverse pattern was observed using staff ratings and categorisation of 
preoccupied. Elevated mean scores for females were in the dominant-hostile 
quadrant and staffs continuous preoccupied ratings were positively correlated 
to coercion scale and negatively correlated to compliance scale for males 
frs=.42, p<0.05 and rs=-.47, p<0.05 respectively). There were no observed 
gender differences in the relationships between these variables.
However, there was a gender effect for the dismissing group. Males showed 
the highest mean score in the hostile-coercion quadrant whereas mean scores 
for females were elevated in the compliant-nurturant quadrant. This appears 
consistent with young people’s continuous dismissing ratings which were 
positively correlated with coercion (rs=.54, p<0.05) and hostility scales (rs=.44, 
p<0.05) for males but not for females. These are likely to signify a gender 
difference as z scores reached or approached the cut off for significance (z=- 
2.29 and z=-1.75 respectively). Females showed negative relationships 
between these variables, although none reached significance. Mean scores 
based on staff categorisation of dismissing were consistently close to zero and
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staff ratings for dismissing were not significantly related to any of the 
interpersonal scales.
ASQ subscales and Interpersonal Behaviours
The confidence subscale was negatively correlated with the submissive scale 
for males (rs=-.41,p<0.05, females - rs= -.11). Need for approval \Nas positively 
associated with submissiveness for females (rs=.47, p<0.05, .males - rs= -.38). 
However, these did not represent significant gender differences.
Preoccupied with relationships was negatively correlated with hostility for 
females (rs= -.41, p<0.05). It was also positively correlated with 
submissiveness, frs= .51, p<0.05), nurturant (rs=.51, p<0.05) and
gregariousness scales (rs=.45, p<0.05) for females although there was no 
significant difference for these relationships between the gender groups.
Table 10: Correlations between Preoccupied with Relationships subscale and 
interpersonal behaviours, where significance was reached for at least one gender.
Interpersonal Behaviours Preoccupied wilth Relationships
M F
Hostility -.22 -.41*
(P<0.05)
Submissive .13 .51*
(P<0.05)
Nurturant .24 .51*
(p<0.05)
Gregarious -.04 .45*
(p<0.05)
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found. 
(Asterisks are placed next to the gender group where significance is observed).
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Level of rule breaking and violence (recorded incidents and sanctions)
Table 11: Frequency of rule breaking and violence from recorded incidents and 
sanctions (means based on separate male and female frequencies).
Rule breaking and violence Males Females
Range Mean
(SD)
Range Mean
(SD)
Total Number 0-17 3.38 (4.8) 0-8 1.1 (1.9)
Physical Restraints 0-8 1.29 (2.5) 0-3 0.13 (0.6)
Aggression to staff 0-12 1.33 (2.8) 0-4 0.28 (0.9)
Aggression to young people 0-3 0.63 (0.7) 0-2 0.38 (0.7)
Damage to property 0-4 0.46(1.1) 0-1 0.04 (0.2)
Security breaches 0-4 0.58(1.1) 0-1 0.04 (0.2)
Victimisation from others 0-1 0.41 (0.2) 0-2 0.21 (0.5)
Non-compliance 0-1 0.08 (0.3) 0-1 0.04 (0.2)
Perpetrator of bullying 0-2 0.33 (0.6) 0-2 0.29 (0.6)
Victim of bullying 0-4 0.71 (1.1) 0-1 0.04 (0.2)
Fight leading to bullying log 
opened
0-1 0.21 (0.4) 0-1 0.08 (0.3)
Assault staff 0-6 0.4 (1.3) 0-1 0.04 (0.2)
Assault young person 0-1 0.17(0.4) 0-1 0.08 (0.3)
Sanctions from unit 0-15 5.5 (4.5) 0-8 1.88 (2.2)
Sanctions from education 0-16 3.7 (3.8) 0-10 2.96 (3.3)
Temporary exclusions from 
education
0-12 2.3 (3.3) 0-3 0.50 (0.8)
Overall, numbers of individual types of incidents were low. Males were 
significantly more likely than females to be involved more generally in 
incidents (total number of incidents, 11=193.5, p<0.05), to be physically 
restrained (11=215.00, p<0.05) to breach security (U=203.0, p<0.05), to be a 
victim of bullying (U=189.5, p<0.05) and given more sanctions from the unit 
(11=125.5, p<0.05).
Attachment and rule breaking and violent behaviours 
RQ ratings and rule breaking and violence
Only young people’s ratings for the secure and dismissing style were 
significantly correlated with any of the measures of recorded incidents and 
sanctions. There was a positive correlation for males only between continuous 
secure ratings and being a perpetrator of bullying (rs=.35, p<0.05).
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Table 12 shows the correlations between dismissing and rule breaking and 
violent behaviours, (due to the large number of variables only the significant 
correlations found for at least one gender are shown).
Table 12: Correlations between young people’s continuous dismissing ratings and rule 
breaking and violent behaviours, where significance was reached for at least one 
gender.
Incidents Young People’ s ratings 
Dismissing
M F
Total Number of Incidents .44***
(p<0.05)
-.11
Aggression to other young .37* .18
people (p<0.05) -
Perpetrator of bullying .49***
(p<0.05)
-.29
Victim of bullying .44***
(P<0.05)
-.18
Sanctions from unit .41*
(p<o:o5)
-.35
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found.
*** Correlation reached significance in one gender subgroup but represents a gender difference 
(Asterisks are placed next to the gender group where significance is observed).
There were some significant gender differences in the correlations between 
ratings of dismissing and incidents and sanctions. Dismissing ratings were 
positively related to the total number of incidents for males (rs= .44, p<0.05) 
but not for females, who showed a non-significant negative relationship (rs=- 
.18; z=1.86). This pattern of results was the same for the relationship between 
dismissing and number of times recorded as a perpetrator of bullying (rs=. 49, 
p<0.05) or as a victim of bullying (rs=.44, p<0.05) (z=2.67 and 2.09 
respectively). There was also a positive correlation between dismissing and 
number of unit sanctions for males (rs = .41, p<0.05) whereas the opposite 
relationship was evident for females (rs= -.35; z=2.56).
Staff’s preoccupied ratings showed the other main correlations with rule 
breaking and violent behaviours. This was positively correlated for both males 
and females with total number of incidents (rs=.62, p<0.05, rs=.39, p<0.05
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respectively) and incidents of aggression to staff (rs=.39, p<0.05, rs=.42, 
p<0.05 respectively). It was also positively correlated with incidents of 
aggression to other young people for males (rs=.53, p<0.05), although the 
correlation between these variables was not significantly different for females.
Staff ratings of preoccupied were also related with being a perpetrator of 
bullying for females (rs=.42, p<0.05) and assaults on other young people 
(rs=.42, p<0.05 (but there was no observed gender differences). There was a 
positive correlation to being a victim of bullying for males (rs=.42, p<0.05), but 
this relationship did not hold true for females and is likely to be a significant 
gender difference (z=1.81). Finally, preoccupied ratings by staff were 
positively correlated with temporary exclusions from education for males 
(rs=.42, p<0.050). However, there was no significant difference for this 
relationship between gender groups.
Table 13: Correlations between staff’s preoccupied ratings and rule breaking and 
violent behaviours, where significance was reached for at least one gender.
Incidents Staff’s ratings of Preoccupied
M F
Total Number of Incidents .62** .39**
(p<0.05) (p<0.05)
Aggression to staff .39** .42**
(p<0.05) (P<0.05)
Aggression to other young .53* .26
people (p<0.05)
Perpetrator of bullying .02 .42*
(p<0.05)
Victim of bullying .42***
(P<0.05)
-.12
Assault on other young .13 .42*
person (p<0.05)
Temporary exclusions from .42* .19
education (p<0.05)
' Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found.
** Significant correlation for both males and females
*** Correlation reached significance in one gender subgroup but represents a gender difference 
(Asterisks are placed next to the gender group where significance is obsen/ed).
Staff’s secure ratings were negatively correlated with sanctions on unit for 
females (rs=-.38, p<0.05). This is likely to reflect a gender difference as the
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comparison between correlations for males and females nearly reached 
significance (z=1.86). Negative correlations were observed for staff's secure 
ratings with sanctions from education and temporary exclusions from 
education for both genders, but they only reached significance in females and 
males respectively. However, no gender differences were observed. Table 14 
demonstrates this pattern of results.
Table 14: Correlations between staff’s secure ratings and sanctions and exclusions, 
where significance was reached for at least one gender.
Staff ratings Of Secure
Sanctions M F
Sanction from unit .18 -.38***
(P<0.05)
Sanctions from education -.14 -.58*
(p<0.05)
Temporary exclusions from -.40* -.04
education (p<0.05)
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found.
*** Correlation reached significance in one gender subgroup but represents a gender difference 
(Asterisks are placed next to the gender group where significance is obsen/ed).
ASQ subscales and rule breaking and violent behaviours
All of the subscales of the ASQ showed at least one significant correlation to 
rule breaking and violent behaviours except relationships as secondary. Table 
15 shows the significant correlations for discomfort with closeness as this 
subscale had the highest amount of correlations.
Confidence was negatively correlated with incidents involving damage to 
property for females (rs= -.33, p<0.05, males - rs=.23). This is likely to 
represent a gender difference as the comparison between the genders nearly 
reached the cut off for significance (z= 1.85).
Discomfort with closeness was negatively correlated with number of restraints 
and incidents of aggression towards staff for both genders but only reached 
significance for males (rs=-.41 p<0.05 and rs=-.44, p<0.05 respectively). It was 
also negatively correlated with sanctions on the unit for females (rs= -.39, 
p<0.05) but this did not represent a gender difference. However, discomfort
207
with closeness was also positively correlated with being a perpetrator of 
bullying (rs=.64, p<0.05) for males, but this represented a gender difference as 
females who were uncomfortable with closeness were less likely to bully (z= 
3.38).
Table 15: Correlations between discomfort with closeness subscale and rule breaking 
and violent behaviours, where significance was reached for at least one gender.
Incidents
Discomfort with Closeness
M F
Physical restraint -.41* -.05
(p<0.05)
Aggression to staff -.44* -.15
(p<0.05)
Perpetrator of bullying .64*** -.29
(p<0.05)
Sanctions from unit -.25 -.39*
(P<0.05)
Table includes analysis for gender differences:
* Correlation reached significance in one gender subgroup, but no gender differences found.
*** Correlation reached significance in one gender subgroup but represents a gender difference 
(Asterisks are placed next to the gender group where significance is obsen/ed).
Need for approval was positively correlated with being involved in a fight 
(which lead to a bullying log being opened) for males (rs=.51, p<0.05, females 
- rs=-.02). This is likely to be a gender difference as the comparison between 
males and female correlations approached significance (z=1.87). Finally, it 
was negatively correlated with temporary exclusions from education for males 
(rs=_.4 5 > p<0.05, females - rs=-.14) although there was no significant difference 
for the relationship between these variables between gender groups.
Preoccupied with relationships was related to being involved in a fight (which 
lead to a bullying log being opened) for males (rs=.50, p<0.05, females - rs=- 
.15), but this represented a gender difference (z= 2.24). It was not clear from 
the bullying reports who was responsible for starting the fight so this may 
include those who perpetrated it as well as those who acted in retaliation.
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Summary of Findings
Overall just above half of the young people had some form of care 
history with just over a quarter being currently accommodated within 
the care system.
• Recorded abuse was identified for just under half of the young 
people and the majority of these with known histories had suffered 
physical abuse (including those with both physical and emotional 
abuse).
• There were some gender differences in attachment ratings with 
males rating themselves higher on preoccupied and dismissing 
attachments than females.
• The RQ and ASQ were correlated in line with previous research 
findings.
• Staff and young people’s ratings were positively correlated for 
secure attachment for males, although there was no significant 
gender difference.
• There were observed differences in correlations between 
preoccupied ratings and interpersonal behaviours depending on 
whether the ratings were completed by staff or young people. Staff 
ratings were associated with more coercive styles of interaction.
• Security of attachment (based on staff ratings) was correlated to 
compliance and gregariousness.
• Gender differences were present in relation to young people’s 
ratings for dismissing attachment and both interpersonal behaviours 
and rule breaking and violent behaviours. Males’ dismissing ratings 
were positively correlated to coercive and hostile interpersonal 
functioning and being involved in bullying.
• Staff ratings of preoccupied attachment were positively correlated 
with total number of incidents, incidents of aggression to staff and to 
other young people and being a perpetrator of bullying.
• Discomfort with closeness was the main ASQ subscale which 
showed significant correlations to rule breaking and violent 
behaviour. This was negatively correlated to number of restraints, 
incidents of aggression towards staff and sanctions with no 
significant gender differences. Males showing discomfort with 
closeness were more likely to be a perpetrator of bullying than 
females.
209
DISCUSSION
This study has explored interpersonal behaviours and specific rule breaking 
and violent behaviour of young people within a secure unit using an 
attachment framework. It offers new findings to add to the evidence base on 
young people’s behaviour in custody, which is often not easy to research due 
to difficulty in accessing this group of young people.
The study also offers a different perspective from other studies through 
exploring how staff view young people’s attachment. These findings suggest 
that this is a complex area and it cannot be certain which is the ‘true’ 
representation of the young person’s attachment. However, what this study 
indicates is that different perspectives of attachment may influence how staff 
and young people relate to each other and what behaviours young people 
may display. This discussion explores the findings and offers possible 
explanations for these, thinking specifically about the context of the secure 
unit environment.
Prevalence of insecure attachment and adverse life experiences
The young people in the study were representative of the overall population
based on age, gender and ethnicity. The majority of young people had 
committed some form of violent offence and had previous convictions. This 
appears consistent with custody being used for persistent offenders or for 
those who have committed one-off serious offences. In keeping with national 
figures, the majority of young people were sentenced to a DTD with only a 
minority having sentences for serious crimes or those considered under 
‘dangerousness’ criteria (YJB, 2008).
Insecure attachment
In line with preceding research (Baker & Beech, 2004; Levinson & Fonagy, 
2004; van IJzendoorn et al. 1997) this study has identified a high prevalence 
of self-reported insecure attachments for young people in custody. Dismissing 
and fearful attachments were the predominant styles for the whole population 
(based on young people’s self-categorisation). Secure attachments were
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reported by 17% of the population. Other studies have reported secure 
attachments from 5 to 22% in forensic populations and variation depends on 
the gender of the population and if it includes those with personality disorders 
(Adshead, 2003; van IJzendoorn et al, 1997).
Staff’s categories for young people’s attachment styles also showed the 
majority were insecurely attached, although staff were more likely to use the 
secure attachment style than young people. Secure attachment ratings by 
staff and young people were significantly correlated, but the lack of any other 
correlations suggests that perhaps staff were rating young people’s 
attachment differently from the young people. Therefore the hypothesis that 
these sets of ratings would be positively related is not fully supported.
The observed correlations between the RQ and ASQ using young people’s 
ratings, were consistent with those found by authors who developed the ASQ 
(Feeney et al. 1994). This supports that the dismissing style was most 
associated with ‘avoidance’ dimensions and the preoccupied style with 
‘anxiety’ dimensions. However, preoccupied ratings were also associated with 
‘avoidance’ dimensions, although this did not reach significance across the 
whole sample. Feeney et al. (1994) claim this may reflect the real uncertainty 
(or ambivalence) of those with preoccupied attachments. Although they may 
present as seemingly wanting to be close and depend on others, their anxiety 
and prior experiences of not being able to completely rely on others, makes 
being close to people feel uncomfortable for them. The authors also suggest 
that there are more similarities between these two styles than originally 
proposed by Hazan and Shaver (1987).
Histories of abuse and the care system
Consistent with the existing evidence base, this study demonstrates that 
young people in custody have been exposed to a range of adverse prior life 
experiences (Allerton et al. 2003; Boswell, 1996; Hamilton et al. 2002). This 
included having a previous temporary or permanent separation from biological 
parents through involvement with the care system, (although this also included
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those young people currently on remand, who have a ‘looked after child’ 
status) or a history of at least one form of abuse, witnessing domestic violence 
or experiencing significant loss within the family.
A significant number of young people had also experienced having parents 
with substance misuse or mental health difficulties. This may have impacted 
negatively on the parent or carers’ ability to provide care and may also have 
resulted in young people entering the care system. As figures of abuse, care 
history and parental factors were based on official recorded information by 
professionals working with the young people they may underestimate the 
prevalence of abuse or adversity that was not reported to services.
Gender differences in insecure attachments
This study did not set out to explore gender differences due to requiring a 
large enough sample for statistical analysis. However, previous research 
findings, albeit inconsistent, suggested that gender differences may occur so 
this study attempted to control for these. Due to the nature of the statistical 
analysis it was not possible to partial gender out, hence the analysis had to 
compare gender differences.
The finding that males showed higher ratings for dismissing attachment than 
females is in line with existing research studies (Bartholomew & Horowitz, 
1991; Rosenstein and Horowitz, 1996). The finding that males rated higher on 
preoccupied attachment (and the need for approval scale on the ASQ) was 
not consistent with these two studies, but this pattern of results has been 
shown in a study of university students (Celik, 2004). This suggests that more 
work is required for understanding gender and attachment including making 
comparisons between male and female offenders.
Level of Rule Breaking and Violent Behaviour
The study demonstrated that a range of rule breaking and violent behaviours 
occurred within the secure unit. However, half of the females had not been 
involved in any form of incident and numbers across all types of incidents
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were low. In contrast, two thirds of males were involved in some form of 
incident. The main type of incident was aggression to staff and males were 
more likely than females to be involved in incidents involving security 
breaches and being a victim of bullying (on official records). Restraints were 
more often used for males than females and this may indicate the differences 
in frequency of incidents and risk to security that was shown by males than 
females.
Previous studies on differences in males and females in relation to the use of 
aggression have produced mixed results. Some argue that males are more 
likely to externalise their anger and use overt physical aggression than 
females (Crick & Grotpeter, 1995). Others claim that females may use more 
passive aggression or verbal strategies (Gorman-Smith, 2003; Wekerle & 
Wolfe, 1998). In this study, females had committed violent acts (that may have 
led to their admission to custody) and been involved in incidents of violence 
during their period in custody. It would therefore potentially be of interest to 
look further into both quantitative and qualitative differences between male 
and female violence and ways of being aggressive in custody.
A further consideration is based on the findings that there were significant 
differences in restraints and the number of sanctions given to males and 
females. This could also suggest that males and females appear to be 
managed slightly different within the secure unit. Anecdotal evidence from 
staff members also suggested that females did “get away with more than the 
males”. As interpersonal behaviours and recorded incidents were based on 
staff observations or reporting practices, staff member’s expectations of what 
is acceptable behaviour by males and females may influence this process 
(Turner, 1991). This is discussed in more detail later.
According to the secure unit’s director, the level of rule breaking and violent 
behaviour was lower at the time of the study than usual. This may have been 
a reflection of the secure unit never being full for the study period creating 
higher staff ratios and less young people to interact with each other on the
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living units. Staff at the secure unit may also have been better at managing 
young people’s behaviour than previously thus leading to lower levels of 
incidents.
A final possibility is that young people whose behaviour was of most cause for 
concern may have refused to participate. It is certainly the case that one 
young person was risk assessed and excluded from the study due to high 
levels of violent behaviour. As young people were required to give their 
consent to have information collected on incidents it was not possible to 
compare rule breaking and violent behaviour by those who did participate and 
those that did not.
Attachment and interpersonal behaviour, rule breaking and violent 
behaviour
The relationship between attachment and interpersonal behaviours and 
specific rule breaking and violent behaviour appears to be influenced by two 
factors. The first is the gender of the young person and secondly whether 
attachment is based on the young person’s or staff’s ratings. As the above has 
highlighted, it is also likely that there may be an interaction (perhaps based on 
staff’s expectations on gender roles) between these two factors. As this has 
not been empirically tested in this study, it can only be tentatively suggested.
Secure ratings and interpersonal behaviours
Ratings of secure attachment showed the only positive correlation between 
staff and young people’s ratings. In general, ratings of secure were indicative 
of a helpful, friendly and approachable style of interaction with others and a 
lack of argumentative, demanding or sullen behaviours. This supports the 
hypothesis that there would be a positive relationship between security of 
attachment and the nurturant and gregarious side of interpersonal space. In 
the main, security of attachment was not significantly correlated to incidents of 
rule breaking or violence and indeed showed a high number of negative 
correlations (although these did not reach significance). This provides partial
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support for the hypothesis that secure attachment would be negatively related 
to all incidents and sanctions.
Although staff categorised more young people as secure than the young 
people themselves did, there may be a distinction in the behaviours of those 
presenting with high security of attachment from insecure types that was then 
observed by staff (Feeney et al. 1994). The only exception was the finding that 
secure ratings for males were associated with bullying towards others. Zegers 
et al. (2008) found that young people with autonomous (secure) attachments 
in a residential environment displayed violence and suggested that they may 
‘act out’ as a way of coping with distress, if they have not formed new 
attachments in a residential environment. Although confidence on the ASQ 
(which is a measure of security) also showed a small (non-significant) 
correlation to incidents involving damage to property for males, it is likely that 
this finding relates to the fact that the correlation between secure and 
confidence for males was not significant.
However, there was an unexpected finding that secure and fearful ratings 
were positively correlated and it was difficult to determine why this correlation 
was evident. Further research would help to explore if perhaps it is due to 
methodological limitations of the current study or if other studies show similar 
findings before more firm conclusions can be made.
Fearful attachment may have less organised strategies in secure units
When staff rated young people as having a fearful attachment style, they
observed opposing styles of interpersonal behaviours. These may have 
alternated between the young person being unassertive and passive to 
showing more confidence, forcefulness and even being more argumentative. 
This pattern may reflect a combination of avoidant and anxious behaviours 
(Brennan et al. 1998) and may suggest that those with fearful styles want to 
both approach and avoid attachment figures, similar to behaviours by children 
in the Strange Situation (Ainsworth etal. 1978; Shorey & Synder, 2006).
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However, this lack of a consistent strategy to gain security may explain why 
fearful attachment was not significantly related to rule breaking and violent 
behaviours. Zegers et al. (2008) found that young people with 
unresolved/dlsorganlsed attachment showed the least amount of rule breaking 
and violent behaviour in a residential setting. They hypothesised that this 
could be due to the disorganised nature of their strategies offering less rigidity 
than more organised strategies. Thus they may have less difficulty to adapting 
to a residential environment.
Thinking about the context of the secure unit, young people have to interact 
with not just one staff member but are cared for by an entire staff team (both 
on the living unit and across the site). This can create differences in how 
young people are perceived and related to on a day-to-day basis and may 
create difficulty for some young people more than others.
Those with fearful attachments may be more used to a lack of consistent 
response by others (Howe et al. 1999), therefore variations between how staff 
interact with them, may reflect the norm. Other young people with dismissing 
or preoccupied attachments have coherent strategies to gain their expected 
responses (Kobak & Sceery, 1998; Mikulincer & Shaver, 2005) and may 
struggle when staff members behave differently from expectation and from 
each other. The resulting anxiety and distress may lead to rule breaking and 
violent behaviours being displayed.
Different ratings of attachment may give rise to similar behaviours
Acts of aggression to other young people were related to both preoccupied 
(staff ratings) and dismissing (young people's ratings) of attachment. The 
similarity in behaviours for both attachment styles may be due to incidents 
being categorised under broadly defined behaviours (e.g. any form of 
aggressive behaviour to others). However, it could also be due to both 
attachment strategies requiring the individual to ‘take action’ to elicit a 
response from the environment (Kobak & Sceery, 1988; Zegers et al. 2008) or
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both having difficulty in being able to regulate affect, albeit for different 
reasons (Cassidy, 1994).
Other studies have not reached consistent conclusions about the role of 
externalising behaviours in relation to preoccupied and dismissing attachment 
styles (although these may represent more general behaviours than those 
specified in this study) (Rosenstein & Horowitz, 1996; van IJzendoorn et al. 
1997; Zegers et al. 2008). What has been suggested from these previous 
studies is that the observable behaviour of dismissing and preoccupied may 
be the same, but that there may be differences in meanings behind them 
(Sroufe, 1983).
The hypothesis that dismissing ratings would be positively correlated to 
incidents of violence was only partially supported as there were no significant 
correlations to violence towards staff. However, young people's dismissing 
ratings may be associated with incidents of aggression to other young people 
due to those with dismissing attachments struggling to constantly repress their 
angry feelings, which are then displayed as aggression towards others (Howe 
et al. 1999; Rosenstein & Horowitz, 1996). Although, those with dismissing 
attachments present as detached and appearing to not want close 
relationships (Howe et al. 1999), the biological drive of attachment and hence 
the associated use of the ‘deactivating strategy’ is to maintain proximity. 
Therefore the relationship itself may be compromised if they show hostility to 
staff, so becomes displaced on to peers (Kobak & Sceery, 1988). Alternatively, 
displaying anger to staff may bring too much closeness and subsequent 
anxiety so is avoided for this reason too.
Although this may be an adaptive short-term strategy to keep proximity to 
carers, it can lead to isolation from peers (Cooper etal. 1998). These results 
are consistent with other studies, which have shown that peers rate those with 
dismissing attachments as hostile (Bartholomew & Horowitz, 1991) and that 
dismissing (avoidant) attachment in children is linked to antisocial and 
aggressive behaviour (Sroufe et al. 1990). The dismissing state of mind may
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encourage a lack of empathy and thought about the consequences of their 
behaviour on others (which may be a component of limited ‘reflective 
function’30) (Blumenthal, 2000). Thus, aggression may not be inhibited by the 
thought of how the victim may feel (Fonagy et al. 1997).
Those with preoccupied attachments may also have difficulties with peer 
interactions resulting in being aggressive or bullying to them (Ireland & Power,
2004). Their lack of self-confidence in relation to peers may mean they try 
hard to establish friendships but may use inappropriate ways such as clinging 
or demanding behaviours to forge closeness (Erickson et al. 1985). This may 
be too much for others and they attempt to have less involvement with them. 
This can lead to feelings of rejection which result in aggression towards the 
peer who they perceive is rejecting them. Those with preoccupied 
attachments may also struggle with vying for staff attention within a secure 
unit and take this out on other young people (Moses, 2000).
A final caution is that although it cannot be said that these different ratings 
actually represent the same group of young people, it is possible that those 
young people that staff view as having high preoccupied ratings may well 
have rated themselves as high on dismissing. In line with this, if the staff’s 
perspective leads to interactions with the young person which do not ‘fit’ with 
their attachment model (offering too close relationships to dismissing and too 
distant to preoccupied), then either may display aggression to regulate their 
anxiety (Kobak & Sceery, 1988; Mikulincer & Shaver, 2005).
The role of gender In dismissing attachment and hostility and bullying
The hypothesis that there would be a positive relationship between dismissing 
attachment and hostile or coercive ways of interacting only held true for 
males. Thus, they may display more argumentative, sullen or unfriendly
30 Reflective function is the meta-cognitive ability to understand behaviour of self and other in terms of 
mental states (intentions, hopes, beliefs). It is said to develop within early attachment relationships as 
the child learns from the mother’s responses to them that they are an ‘intentional being’. Insecure 
attachments are associated with limited reflective function (see Fonagy et al. 1998 for further 
discussion).
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behaviours than females. This may suggest that gender influences the 
relationship between young people’s dismissing attachment and their 
interpersonal behaviours to others.
Males with higher dismissing ratings were more likely to bully others or be the 
victim of bullying than females. This is consistent with findings in a prison 
sample of young male offenders (Ireland & Power, 2004). Dismissing 
attachment is most linked to physical abuse histories than other types of 
abuse (Finzi et al. 2000). Therefore, young people may learn to associate with 
both the aggressor and the victim of aggression, which is played out in relation 
to bullying peers (Troy & Sroufe, 1987). It is likely that those males with 
dismissing attachments ‘lash out' at other young people resulting in both being 
reported as a bully and showing a general level of aggression to peers. 
Discomfort with closeness (one of the avoidance subscales on the ASQ) was 
also positively associated to bullying for males, but it showed mixed findings 
overall in relation to violence and may either represent that females' ratings of 
dismissing were more highly correlated or that discomfort with closeness 
underpins other attachment styles.
An avoidant strategy observed in clinical populations is that of compulsive 
‘caregiving’ where own needs are suppressed to meet the needs of others 
(Bowlby, 1980; Crittenden, 1992). Females have been shown to be over- 
representative in this group (Bretherton, 1998), and their anxiety to please 
others may mean they are less likely to show hostility, which could lead to 
anger or further rejection by their attachment figure. This gender difference 
may also be linked to social role differences where females are socialised 
towards compliance and intimacy (Crouter et al. 1995).
However, for females, the ‘deactivating strategy’ of suppressing their anger 
may lead to aggressive outbursts to other young people when their arousal 
becomes too much to bear. This may be mediated by their view of maintaining 
relationships and the approval of others (Calvete & Cardenoso, 2005) and 
could mean they are less likely to engage in bullying behaviours as these may
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threaten their relationships with others, including staff who are likely to have 
an unfavourable view of bullying.
It may also be hypothesised that staffs perspective of the behaviour by 
females may influence the findings. Young females' ratings of the dismissing 
style were negatively correlated to hostile, but positively correlated to more 
compliant behaviours. Thus, their respectful behaviour on the units may have 
meant that staff were less likely to describe their behaviour as bullying, unlike 
males with higher ratings of dismissing who were more likely to display 
demanding, uncooperative and rebellious behaviour.
Role of staff ratings
There was an observed key difference between preoccupied ratings by staff 
and young people. Young people’s ratings suggested a more passive, 
unassertive style of interacting, which was not congruent with staff’s more 
negative view of their daily behaviour. The latter finding is consistent with 
other studies where young people and adults with preoccupied attachments 
are observed and indeed rated by others (including friends) as being more 
demanding and controlling (Bartholomew & Horowitz, 1991; Kobak et al. 
1983).
As preoccupied attachment is associated with high levels of anxiety and 
demonstration of distress, these emotions and attachment strategies may 
have presented within interactions with staff. These may have influenced 
staff’s perceptions of the young person and potentially the staff’s behaviour to 
them. As many young people had only been in the secure unit for a short time, 
those with preoccupied attachment may have struggled to tolerate the distress 
and arousal that this led to and displayed this to staff to elicit their care. Staff 
and young people may become involved in intense and volatile relationships 
as the young person tries to keep the attention and interest of the staff and 
feel ‘wanted’ by them (Howe et al. 1999).
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However, staff may view these behaviours as coercive or controlling and may 
try to keep the young person at a distance. Within the context of such a 
relationship where staff can be positioned as the ‘best person' one minute and 
then viewed as the ‘worst person’ the next (Howe et al. 1999), it is easy to see 
how they may struggle to understand these as defense mechanisms to earlier 
adverse caregiving (Crittenden, 1992). Staff may try harder to enforce 
boundaries or view the behaviour as unacceptable and challenging. This may 
lead to the young person perceiving staff as rejecting and untrustworthy, 
which only serves to escalate their behaviour. Thus, reinforcing the highly 
emotional ‘push-pull’ nature of preoccupied relationships and the potential for 
inappropriate behavioural responses by both parties (Ackerman & Dozier,
2005).
As this study uses a correlation rather than a predictive model, it cannot show 
causality. It is therefore difficult to determine if the staff’s view may be 
influenced by the aggressive behaviour being displayed by those with 
preoccupied attachments or if the staff’s distancing leads to young people 
becoming aggressive to force them to respond (Crittenden, 1992). Zegers et 
al. (2008) found that young people in a residential setting with preoccupied 
attachments committed the most rule-breaking behaviours and were viewed 
as the most problematic by staff based on high levels of externalising 
behaviours.
The positive correlation between temporary exclusions from education and 
staff ratings of preoccupied may be due to the young people having difficulty 
in paying attention to their work and potentially becoming disruptive leading to 
them being removed. This finding may be similar to research showing 
preoccupied adults at work being more likely to get distracted and have 
trouble completing projects (Hazan & Shaver, 1990, cited in Cooper et al. 
1998). Staff’s perception of this group of young people as coercive may mean 
their behaviour is tolerated less and they are excluded quicker and more 
often.
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Other factors which may influence staff's ratings
Although this study did not set out to explore what factors may influence 
ratings of attachment, there may be other influences on how staff and young 
people interact together which may subsequently influence staff’s ratings of 
young people. Again, these can only be hypothesised but may add to the 
discussion of the findings.
Other research has suggested that staff’s own attachment styles may 
influence their assessment of young people’s attachment and their 
perceptions of their behaviour. Zegers et al. (2008) assessed both staff and 
young people’s attachment in a residential unit using the AAI. They found that 
staff members’ perceptions of young peoples’ hostility differed as a result of 
both the young person’s attachment style and that of the staff member. Young 
people with preoccupied attachments were seen as more hostile by staff with 
insecure attachments whereas young people with dismissing attachments 
were perceived as more hostile by securely attached staff. (Zegers et ai.
2006).
Bearing in mind that staff entering caring professions may themselves have 
had difficult attachment relationships, if these have compromised staff’s skills 
in understanding signals, being effective to meet needs and being willing to 
respond to young people (characteristics of secure caregiving) then this may 
play a significant role in interactions (including maladaptive ones) between 
staff and young people in the secure unit (Adshead, 1998; George & Solomon, 
1996; Moses, 2000).
Other contextual factors may also interplay in the relationships between staff 
and young people and may be more unique to secure settings where due to 
young people’s histories, the potential for conflict and violence may be more 
prominent within staff’s minds than in other caregiving environments. These 
factors may include low staffing, the ethos and management focus, which may 
place more emphasis on control in the management of behaviour (Moore et al.
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1998) and how staff teams work together. The potential for interaction 
between these variables would be a useful focus for further research.
Critical Evaluation of the study
Although the a priori power calculation was based on determining how 
attachment may help to understand interpersonal behaviours, rule breaking 
and violence, the main limitation with the study was the sample size, which 
decreased the power for statistical analysis. The sample did provide sufficient 
power to find large effects but some of the differences may have been masked 
by a lower ability to find smaller degrees of relationships. Using more 
predictive statistical analysis to explore the relationships further was also not 
possible and may yield some interesting results if conducted with a larger 
sample.
The study was extended to try to maximise the sample size to meet the 
number required for the a priori power calculations. However, the sample size 
was hindered by the secure unit never being full during the entire study period. 
This was an unusual occurrence, although could not be explained by the 
management at the secure unit and was not merely representative of 
seasonal trends in admission figures.
This study attempted to be robust in its use of self-report measures by using 
multiple well-established measures and multiple sources (Karavasilis et al. 
2003). The two attachment measures correlated together as expected. 
However, the difficulty in drawing clear conclusions about how both measures 
related to behavioural variables may reflect that the same dimensions on the 
ASQ relate to different attachment styles.
The validity of the self-report measures therefore needs to be considered. The 
RQ followed the method of more recent self-report attachment measures in 
providing a continuous measure of attachment. Although intercorrelations 
were expected by the questionnaire’s authors and have been demonstrated in 
other studies, not all the significant correlations in the current study were in
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line with those found previously (Bartholomew & Horowitz, 1991; Karavasilis 
et al. 2003). Further research may therefore need to differentiate groups 
based on combinations of high ratings of different attachment styles. This may 
help to make comparisons with studies which have used the AAI in forensic or 
clinical populations. These have identified a high number of ‘cannot classify’ 
which combines anxiety and avoidance (Crittenden, 1992; Schuengel and van 
IJzendoorn, 2001; Wallis and Steele, 2001). However, it needs to be 
recognised that using any self-report measure, may lead to social desirability 
in responding (Leak & Parsons, 2001).
The CIRCLE and accompanying staff observation scale has a limitation in that 
it has not previously been used with adolescents and is therefore not validated 
for this age group (Blackburn, 2007, personal communication). However, in 
order to avoid making potentially unreliable comparisons to an adult 
population, z scores were calculated and compared within this study’s own 
population. However, this may also have been influenced by the low sample 
size.
A month’s time to study incidents and sanctions may not have been 
representative of behaviours of the young person during their whole time in 
the secure unit. Zegers et al. (2008) found that differences in attachment 
representations and behaviours were not evident in early stages of 
relationships (but were different after 10 months) and thus the current study 
results may have been influenced by large number of young people being new 
to the secure unit.
Clinical implications and future research
This study has highlighted the high prevalence of abuse, neglect and 
involvement with the care system in a secure unit population. These known 
associations to insecure attachments (Crittenden, 1992; Finzi et al, 2000; 
Howe et al. 1999; Wekerle and Wolfe, 1998) and the findings of this study that 
insecure attachment is prevalent in a secure unit population suggests that 
attachment is both an important and useful concept to consider in this context.
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This study was able to demonstrate that staff and young people rated 
attachment differently but that insecure attachment ratings were associated 
with negative ways of interacting and rule breaking and violence. Further 
research with larger samples could build on the results of this study which 
highlighted the roles of gender, staffs own perceptions of young people's 
attachment and how young people themselves rate their own attachment. 
This may enable a better prediction of what factors cause incidents, difficult 
relationships and a lack of engagement from young people and staff. Using 
more than one secure unit would help access more young people and 
generalise the findings, but would need to consider possible variations in 
regimes and ethos when comparing results.
This study also showed gender differences in attachment ratings and in the 
associations between dismissing ratings and hostility and bullying behaviours. 
Further research could concentrate on determining the extent that gender 
does influence these relationships and could include exploring whether staff’s 
perceptions are based on different expectations of behaviour for males and 
females. This study also did not look at ethnicity and cultural differences in 
relation to attachment and this may also be a useful area of further study.
Training on attachment may be useful method of helping staff understand how 
young people may present whilst in the secure unit. This may enable them to 
combine their perspective of the young person’s attachment with their 
developing knowledge about the strategies the young person may use based 
on previous caregiving experiences. Research could then determine if the 
introduction of attachment training has an impact on the level of incidents that 
occur and how these are managed. This would not only benefit the custodial 
setting itself who would be wanting to know what does reduce incidents but 
would help add to the research on whether attachment can predict rule 
breaking and violent behaviours and if these can be decreased using 
attachment principles.
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Staff supervision and support may provide an opportunity to talk through 
difficult situations or relationships and think about what may underlie these 
interactions. It may be that staff are bringing their own attachment experiences 
into it or have particular pressures that are impacting on their usual way of 
working. Although it may not be ethically justifiable, in terms or either time or 
privacy to ask staff to complete attachment measures (Ma, 2007), there may 
be some utility in staff being helped to have a greater understanding of their 
own representations of relationships with young people.
Team meetings could offer an opportunity to explore reasons why particular 
young people seem to be creating some management difficulties from a team 
perspective. This would rely on needing to have time to explore ‘process’ and 
it is easy to see how it may get lost in the hectic secure setting environment. 
Understanding how different staff members’ perceive the young person’s 
interpersonal ways of relating may help explore what this means for the young 
person and the rule breaking and violence they may display.
Enabling young people to think about and talk through incidents may help 
them think about what was happening for them. However, for some young 
people the level of painful memories and experiences raised may be best 
suited to specific therapeutic intervention with qualified professionals. This 
may be possible in the secure unit itself or could be suggested as a further 
part of their training or sentence plan on release. Research could focus on 
exploring incidents more qualitatively with the young person and staff as this 
may help to explain if the same behaviour is indeed a result of differences in 
attachment strategies. Incident reports do usually contain sections of what 
was happening just prior to the incident although this is likely to be based on 
the staff’s view. It would perhaps be most useful to combine interviews with 
young people with reported antecedents to avoid potential bias.
The complexities of understanding attachment highlighted by this study’s 
findings may suggest that clinicians and researchers need to explore the role 
of attachment in relation to rule breaking and violent behaviours alongside
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other factors (Mûris et al. 2003). Studies of attachment and offending have 
suggested attachment provides an additive component to other risk factors 
(Fonagy et al. 1997). The prevalence of abuse and parental criminality may 
suggest that attachment should be explored alongside these other early life 
experiences.
This study also highlights some clinical and research implications for the 
measurement of attachment. Firstly, questionnaires were given to staff 
through a process managed by the research site. Therefore it was not 
possible to state the exact number of staff who participated and in all 
probability, some staff members completed questionnaires for more than one 
young person. This may have meant that attachment ratings were only 
completed by a minority of staff and could potentially have lead to some bias 
in the results. It would therefore be beneficial for future research to report on 
the exact number of staff participating to highlight how representative they are 
of the overall staff team in the secure unit.
Secondly, it is possible that the AAI may have provided more significant 
observations and may have helped to understand the implications for those 
with fearful or disorganised attachments in more detail. However, the AAI is 
resource laden for both researchers and participants so would need to be 
balanced against ensuring the sample was sufficient to gain conclusions. 
Despite research being undertaken on therapist and client's relationships in 
terms of attachment (Dozier et a/. 1994), it is not clear from research to date 
how distinct professional relationships are from parental/carer relationships 
and how attachment behaviours distinguish between them.
Finally, a longitudinal study may help to understand how behaviours may be 
related to transitions within custody. For example, Adshead (2003) suggests 
that admission to custody is an extremely stressful time and may involve lots 
of attachment-related threat, which is managed by activating previous 
attachment strategies. However, Zegers et al. (2008) propose that admission 
may temporarily disrupt strategies and potentially lead to changes in
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strategies over time. Thus, it is clear that this is an area of further 
investigation.
A concluding note is that knowing that a number of young people in secure 
units have insecure attachments, if custodial units have a general awareness 
of attachment this should enable them to think about how breaks to 
attachment (staff holidays, leavings or movements are managed). Sometimes 
young people are moved within secure units for management purposes but 
may represent little thought about loss, separation from attachment figures. 
Anecdotal evidence suggested that one young person had moved twice within 
the secure unit in a short time period and this had been accompanied by an 
increase in his number of incidents.
It would therefore appear to be a benefit for young people in secure 
environments if the staff were able to provide them with a ‘secure base'. Key 
features of this would need to include setting and maintaining therapeutic 
boundaries, understanding anger as the result of anxiety and failure to 
regulate arousal and managing separation and losses (Adshead, 2003). 
Providing this type of intervention may help to enable some dissonance to be 
created in young people's internal working models (Moore et al. 1998) and to 
start a process of disconfirming models of attachment (Ma, 2007).
However, despite the potential therapeutic benefits, it must be recognised that 
trying to promote a ‘secure base’ with young people who present with a high 
degree of vulnerability and adverse childhood experiences is complex and can 
be extremely challenging. This may be exacerbated by the custodial focus of 
secure units where staff training on attachment and the behavioural 
presentations associated with insecure attachment styles is likely to be limited. 
Issues such as low staffing and shift configuration (whether staff are with the 
same young people all the time) are also likely to impact on whether this is 
achievable.
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It may therefore be helpful to consider if there is a more realistic perspective 
that provides an understandable framework for staff, without extensive 
training, and is feasible within the ethos of a secure unit. Zegers (2007) gives 
the following suggestion. Staff need to “be alert and aware of adolescents’ 
feelings and to show that one is available and responsive at moments of 
distress. Furthermore, it is important to acknowledge the changes and 
disruptions in therapeutic relationships and to provide aftercare for 
adolescents who have to change their group care worker(s)” (p14). This 
appears to convey the core components of a ‘secure base’ but perhaps offers 
a more realistic and tangible attempt to bring attachment theory and practice 
into day to day interactions between staff and young people in secure units.
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CONCLUSION
This study has highlighted the level of insecure attachment and adverse life 
circumstances for young people in a secure unit setting. The study indicates 
that attachment within this population is complex and that staff and young 
people view how the young person acts in the context of relationships 
differently. Nevertheless this study offers some preliminary findings that 
attachment ratings are related to observable daily behaviours and specific 
types of incidents in the secure unit. This suggests that using an attachment 
perspective to explore meanings of behaviours for both young people and 
staff would be beneficial. In addition, further research may help to provide 
more predictive models of understanding rule breaking and violence in secure 
units.
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Appendix 1
Description of 
Custodial Sentences
Custodial Sentences
Detention and Training Order (DTO) (Crime and Disorder Act, 1998)
This can be a 4, 6 8, 10, 12, 18 or 24 month sentence, half which is served in 
custody and half in the community under supervision. Sentences over 8 
months can apply for early release based on behaviour in custody and original 
offence.
Section 90/91 (Powers of the Criminal Courts (Sentencing) Act, 2000
Section 90 sentences are given for murder. Young people will be given a fixed 
tariff to spend in custody and will need to go before the Parole Board for 
release.
Section 91 sentences are for those offences where an adult could receive at 
least 14 years in custody. Release is automatic at the halfway point and the 
young person is supervised on release until the end of the sentence.
Section 226/228 Criminal Justice Act (2003)
Section 226 sentences are indeterminate sentences for serious offences but 
not those that would meet a life sentence.
Section 228 sentences are determinate sentences given for sexual or violent 
offences. Young people would be given long licence periods after release from 
custody.
The act includes a schedule of offences that are included under these 
sentences. For both 226/228 sentences the criteria of dangerousness must be 
met in that the young person would pose a significant risk to the public.
Information is taken from YJB website and written information provided 
by the YJB.
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Appendix 2 
Review of Self Report Attachment Measures
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Appendix 3
RQ (Young Person) 
RQ (Staff)
RQ-Young Person
Participant Number:
The following are four general relationship styles that people often report. Place a tick 
next to the letter which you think best describes you or is closest to the way you 
generally are in close relationships.
  A. It is easy for me to become emotionally close to others. I am comfortable
depending on others and having others depend on me. I don't worry about being alone or 
having others not accept me.
B. I am uncomfortable with getting close to others. I want emotionally close
relationships, but I find it difficult to trust others completely, or to depend on them. I worry that 
I will be hurt if I allow myself to become too close to others.
C. I want to be completely emotionally intimate with others, but I often find that others
are reluctant to get as close as I would like. I am uncomfortable being without close 
relationships, but I sometimes worry that others don't value me as much as I value them.
D. I am comfortable without close relationships. It is important to me to feel
independent and self-sufficient and I prefer not to depend on others or have others depend on 
me.
Now please rate ( from 1-7) each of the relationship styles above to indicate how well or 
poorly each description is like your general relationship style.
Not at all 
like me
Style A
4
Somewhat 
like me
Very much 
like me
Not at all 
like me
Style B
4
Somewhat 
like me
Very much 
like me
Style C
4
Not at all 
like me
Somewhat 
like me
Very much 
like me
Not at all 
like me
Style D
4
Somewhat 
like me
7
Very much 
like me
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RQ-Staff
Participant Number:
The following are four general relationship styles that people often report. Place a tick 
next to the letter which you think best describes the young person or is closest to the 
style they generally are in close relationships.
  A. It is easy for them to become emotionally close to others. They are comfortable
depending on others and having others depend on them. They don't worry about being alone 
or having others not accept them.
B. They are uncomfortable with getting close to others. They want emotionally close
relationships, but they find it difficult to trust others completely, or to depend on them. They 
worry that they will be hurt if they allow themselves to become too close to others.
C. They want to be completely emotionally intimate with others, but they often find
that others are reluctant to get as close as they would like. They are uncomfortable being 
without close relationships, but they sometimes worry that others don't value them as much as 
they value others.
D. They are comfortable without close relationships. It is important to them to feel
independent and self-sufficient and they prefer not to depend on others or have others 
depend on them.
Now please rate ( from 1-7) each of the relationship styles above to indicate how well or 
poorly each description is like the young person’s general relationship style.
Style A
Not at all 
like them
Somewhat 
like them
Very much 
like them
Not at all 
like them
Style B
4
Somewhat 
. like them
Very much 
like them
Not at all 
like them
Style C
4
Somewhat 
like them
Very much 
like them
Style D
Not at all 
like them
Somewhat 
like them
Very much 
like them
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Appendix 4 
ASQ
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ASQ
Participant Number:
Show how much you agree with each of the following items by rating them using the
scale below. Circle the answer which most sounds like you.
1) Overall, I  am a worthwhile person.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
2) I  am easier to get to know than most people.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
3) I  feel confident that other people will be there for me when I  need them.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
4) I  prefer to depend on myself than other people.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
5) I  prefer to keep to myself.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
6) To ask for help is to admit that you're a failure.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
7) People’s worth should be judged by what they achieve.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
8) Achieving things is more important then building relationships.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
9) Doing your best is more important than getting on with others.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
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10) If you’ve got a job to do, you should do it no matter who gets hurt.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
11) It’s important to me that others like me.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
12) It’s important to me to avoid doing things that others won’t like.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
13) I find it hard to make a decision unless I know what other people think.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
14) My relationships with others are generally superficial (shallow).
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
15) Sometimes I think I am no good at all.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
16) I find it hard to trust people.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
17) I find it difficult to depend on others.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
18) I find that others are reluctant to get as close as I would like.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
19) I find it relatively easy to get close to other people.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
20) I find it easy to trust others. 
1 2
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
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Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
21) I  feel comfortable depending on other people.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
22) I  worry that others won't care about me as much as I  care about them.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
23) I  worry about others getting too close.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
24) I  worry that I  won’t measure up to other people.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
25) I  have mixed feelings about being close to others.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
26) While I  want to get close to others, I  feel uneasy about it.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
27) I  wonder why people would want to be involved with me.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
28) It's very important to me to have a close relationship.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
29) I  worry a lot about my relationships.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
30) I  wonder how I  would cope without someone to love me.
1 2 3 4 5 6
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
31) I  feel confident about relating to others.
1 2 3
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Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree Totally Agree
32) I often feel left out or alone.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
33) I often worry that I do not really fit in with other people.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
34) Other people have their own problems, so I don't bother them with mine.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
35) When I talk over my problems with others, I generally feel ashamed or foolish.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
36) I am too busy with other activities to put much time into relationships.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
37) If something is bothering me, others are generally aware and concerned.
1 .2 3 "4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
38) I am confident that other people will like and respect me.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
39) I get frustrated when others are not available when I need them.
1 2 3 4 5
Totally disagree Strongly disagree Slightly disagree Slightly agree Strongly Agree
40) Other people often disappoint me.
1 2 3 4
Totally disagree Strongly disagree Slightly disagree Slightly agree
5
Strongly Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
6
Totally Agree
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Appendix 5
Staff Observation Scale
Training Assistants’ Observation Scale
Participant Number:
The following statements refer to young people’s behaviour observed on the unit. For 
each item, indicate how often the young person shows that behaviour (“not at all”, 
“occasionally”, “fairly often”, or “usually or frequently”) by putting a tick in the 
appropriate box. Please give a rating for all items.
Behaviour Not at 
all
Occasi
onally
Fairly
Often
Usually
Or
Frequen
tiy
1 Joins in group activities
2 Abuses or swears at members of staff
3 Accepts the rules
4 Inactive unless directed to do something
5 Attends social activities in the Centre
6 Starts fights
7 Does unit chores as well as they are able
8 Sits alone and keeps to themselves
9 Voices strong opinions
10 Comes to staff for advice or approval
11 Makes jokes and cheerful comments
12 Does what is necessary without supervision
13 Starts conversations
14 Respectful to people in authority
15 Lies easily
16 Threatens others with physical violence
17 Mixes with many others
18 Demands attention to their own rights or needs
19 Timid or cautious with people they don’t know
20 Acts impulsively, on the spur of the moment
21 Shirks obligations or responsibilities
22 Talks enthusiastically about interests or plans
23 Expresses lack of confidence in their abilities
24 Shows genuine affection for at least one person
1ÜTABLE CONTINUES ON NEXT PAGE- PLEASE TURN OVER !!!!
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Behaviour Not at 
all
Occasi
onally
Fairly
Often
Usually
Or
Frequen
tiy
25 Refuses to comply with requests or instructions
26 Dominates conversations
27 Has to be reminded what to do
28 Responds to kindness or trust
29 Takes a sympathetic interest in the problems of 
others
30 Has something to talk about -
31 Sullen and resistive to staff suggestions
32 Clothes are soiled and disarranged
33 Easily annoyed or irritated
34 Helpful to other trainees
35 Boasts about their own achievements
36 Tries to organise or influence others
37 Impatient over delays or frustrations
38 Expresses concern about upsetting or hurting others
39 Gets involved in heated arguments
40 Pleased and willing to do things for the staff
41 Smiles and tries to be friendly
42 Blames others when things go wrong
43 Is boisterous and excited
44 Insulting and abusive to other trainees
45 Finds something to occupy them
46 Submissive or unassertive in an argument
47 Calm and rational when threatened or provoked
48 Complains about changes in routine
49 Expression is hostile and unfriendly
50 Shy in group situations
51 Lets other make decisions for them
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Appendix 6 
Interpersonal circle
Dominant
GregariousCoercive
NurturantHostile
CompliantWithdrawn
Submissive
Dominant (confident, assertive, forceful, opinionated)
Coercive (arrogant, argumentative, demanding, rebellious, unreliable) 
Hostility (suspicious, sullen, unfriendly, uncooperative, unreliable) 
Withdrawn (isolated, inactive, withdrawn)
Submissive (meek, passive, unassertive, avoidant, indecisive) 
Compliant (conforming, respectful, docile)
Nurturant (helpful, friendly, concerned, approachable)
Gregarious (sociable, talkative, cheerful)
268
Appendix 7 
Letters of Ethical Approval
a o i - psy- c-/- 
  -
Dr Mark Cropley
Chair: Faculty of Arts and Human Sciences Ethics
Facuhy of
Arts arid Human Sciences
Committee 
University of Surrey Guildford, Surrey GU2 7XH UK
T:+44 (0)1483 689445 F:+44 (0)1483 689550
Amanda Pennell ' . . ' .
Department of Psychology - PsychD GImical Trainee •
University of Surrey
28th January 2008 
Dear Amanda
Reference: 201-PSY-07 . .. ,
Title of Project: Understanding the behaviours of young people in a custodial settl
using an attachment framework
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
opinion.
Dr Mark Cropley
2-01 - psv - o"9-
Faculty of Arts and Human Sciences
. Ethics Committee
Chair’s Action
Ref:
Name of Student:
Title of Project
Supervisor:
Date of submission: 
Date of re-submission:
201-PSY - 07 
AMANDA PENNELL
Understanding the behaviours of young people 
in a custodial setting using an attachment 
framework
Dr Fiona Warren
20 December 2007
The above Project has been submitted to the FAHS Ethics Committee. 
Favourable ethical approval has now been granted.
Signed:
Dr Mark Cropley 
Chair
Dated: ~2 f  / / (  0 $
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From: Castro-Spokes. Vicki rVicki.Castro-Spokes@vib.gov.ukl 
Pennell AE Dr (PG/R - Psychology)
Sent: Mon 17/12/2007 
10:12
To:
Cc:
Subject: Research Proposal
Attachments:
Dear Amanda,
Many thanks for submitting your proposal for research which you would like to undertake at 
looking at Attachment Theory.
Both myself and Tamara Walker from the research department have had a look at your 
proposal and are happy with both the outline specification, methodological approach and the 
safeguards you have put in place should any issues arise with young people subsequent to 
the questionnaire.
From a personal note, would I be able to have sight of your dissertation once it is concluded? I 
think your study may be helpful to us in shaping thinking around workforce development and 
development of smaller units within prison service establishments.
Please let me know if I can be of further assistance,
Kind regards,
Vicki
Vicki Castro-Spokes
Secure Development Manager
Youth Justice Board for England and Wales
11 Carteret Street
London SW1H 9DL
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Appendix 8
Information Sheets 
Consent Forms 
Confidentiality Agreement 
Risk Assessment
UNIVERSITY OF
SURREY
PARTICIPANT INFORMATION SHEET
My name is Amanda and I would like to invite you to take part in a research study. 
Before you decide, you need to understand why the research is being done and what 
you would need to do to take part.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study aims to 
understand what young people’s views are of their relationships with other people and looks 
at their behaviour whilst in custody. This includes day to day behaviour on the unit as well as 
any incidents you may be involved in. The study may help to understand if there are 
differences in how young people in custody manage their behaviour and the type of support 
from staff that may be useful to them.
Do I have to take part?
It is up to you to decide if you want to take part. If you do decide to take part, your YOS 
worker will ask you to sign a consent form to show you have agreed to this. We will also need 
to ask your parents or caregiver for consent as well. We will also let your Yot worker know 
about the study in case they do not want you to take part.
You can say you do not want to take part at any time, without giving a reason. This will not 
affect your care in any way. If you do decide not to take part, I will not use your information in 
the study and will destroy your questionnaires.
What will I have to do?
• If you agree to participate in the research, your YOS worker will give you two short 
questionnaires to fill in. These are quite short so will not take too long to complete. 
Your YOS worker can help you fill them in if you would like them to. These 
questionnaires ask you to describe your view of your general relationships with other 
people.
• I will also need to get information from the YOS team on your offending behaviour and 
earlier life experiences. This will only be taken from official paperwork which has been 
filled in by your Yot team or other professionals working with you.
• Staff at The secure unit will be asked to complete a questionnaire about 
your behaviour on the unit. They will also complete a similar questionnaire to yours 
about your general relationships with other people.
• I will also need to get information about the number and types of incidents you may 
have been involved in at . This information is already collected by the managers 
at The secure unit
What happens to the information about me?
Once you have completed your questionnaire you will need to put it in the envelope given to 
your YOS worker and seal it. This has a number given to you written on the outside so we can 
make sure we collect all your questionnaires together. Your name will not appear on any of 
the completed questionnaires. Staff members will also fill in questionnaires without your name 
on and seal these in envelopes.
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The YOS manager will have a list of your name and number so she can check we have all 
your questionnaires. She will keep this list separate so no one else can know which 
questionnaire is yours. I will only be given the questionnaires with numbers on, so I do not 
know what your name is. Under the law (Data Protection Act, 1998) all information about you 
will be held securely and locked away.
I will collect the information from everyone who takes part and use this to write a project for 
my training as a clinical psychologist. A copy will be kept in the library at the University of 
Surrey, Guildford. I may also write the project up to be published in a research journal.
What if I am upset by the questionnaire?
Some young people may find it difficult or upsetting when they think about their relationships 
with other people.
• If you feel upset when filling in the questionnaire, then you can talk to your YOS 
worker if you would like to.
• If you feel upset afterwards, then you could talk to a member of staff on the unit 
about how you are feeling.
• If your YOS worker, is worried about you being upset when you fill in the 
questionnaire, he or she will need to let a unit member of staff know you are upset. 
This is to make sure you are offered any support you may need. Your YOS worker will 
discuss this with you at the time. They will only let staff know you are upset and not 
talk about your questionnaire.
Confidentiality Agreement
All information that you give when filling out the questionnaire will be confidential (private 
between you and your YOS worker) unless you tell them something about an immediate risk 
of harm to yourself or to someone else.
Under their duty of care, they will need to pass on information about abusive experiences that 
you may have had, even if they are in the past. They will discuss this with you at the time so
they can find out who is the best person to support you with this.
Complaints
If you have a complaint or concern about any aspects of the way you have been treated 
during the course of the study, you should contact (Head of YOS at The secure unit 
). She will make me aware of the complaint so that it can be addressed through the correct 
procedures from both the university and The secure unit
Certificate
You will be given a certificate to thank you for you help and recognise you have given up your 
time to take part.
If you have any questions you want to ask at this stage, then please make sure you
have asked everything you want to know.
Sincerely,
Amanda Pennell 
Trainee Clinical Psychologist
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UNIVERSITY OF
SURREY
PARENT/CAREGIVER INFORMATION SHEET
My name is Amanda Pennell and I am carrying out a research study with young people 
at The secure unit . This research has been approved by The secure unit
, the Youth Justice Board and my university Ethics Board.
Your son/daughter or person you care for has agreed to take part in the study and agreed for 
us to contact you about it. I would like to give you some information about the study and ask if 
you would consent to them taking part.
Before you decide, you need to understand why the research is being done and what your 
son/daughter or person you care for would need to do to take part.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study aims to 
understand what young people’s views are of their relationships with other people and looks 
at their behaviour whilst in custody. This includes day to day behaviour on the unit as well as 
any incidents they may be involved in. The study may help to understand if there are 
differences in how young people in custody manage their behaviour and the type of support 
from staff that may be useful to them.
Do they have to take part?
It is up to each young person to decide if they want to take part. Their YOS worker has 
explained the study to them and they have been able to ask questions about it. They have 
been given an information sheet like this one and have been asked to sign a consent form to 
show they have agreed to this.
• I have enclosed a consent form for you to read and sign if you do not agree that 
your son/daughter or person you care for can take part. You do not have to give a 
reason for this. This will not affect their care at The secure unit in any way. 
There is a stamped addressed envelope for you to return it to Medway.
• If you do not send this back within ten days of receiving it, then I will assume that 
you have consented for them to take part.
•  You can also contact their YOS worker at The secure unit to ask any
questions about the study.
I am also contacting their Yot worker to let them know about the study in case they would like 
to ask any questions about it.
What will they have to do?
o Each young person will need to complete two questionnaires on their view of their 
general relationships with other people. These are short questionnaires so they will 
not take long to fill in. Their YOS worker will help them fill in the questionnaires if they 
would like that.
o I will also need to get information from the YOS team on their offending behaviour and 
earlier life experiences. This will only be taken from official paperwork which has been 
filled in by their Yot team or other professionals working with them.
o Staff at The secure unit will be asked to complete a questionnaire about the
young person’s behaviour on the unit. They will also complete a questionnaire on their 
view of the young person’s general relationships with other people.
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■ o I will also need to get information about the number and types of incidents they may 
have been involved in at . This information is already collected by the managers 
at The secure unit
What happens to the information about them?
The YOS team will collect the questionnaires and allocate each young person a number so 
that their names are not written on them. The YOS manager will have a list of names and 
numbers so she can check we have all the questionnaires. She will keep this list separate so 
no one else can know which questionnaire is theirs. She will only give me the anonymous 
questionnaires. Under the law (Data Protection Act, 1998) all information about those taking 
part will be held securely and locked away.
I will collect the information from everyone who takes part and use this to write a project for 
my training as a clinical psychologist. A copy will be kept in the library at the University of 
Surrey, Guildford. I may also write the project up to be published in a research journal.
Support for young person
Each young person will be offered support from their YOS worker when filling out the 
questionnaire. They have been advised to talk to the unit staff afterwards if they would like to 
discuss anything about the questionnaire or the study.
Complaints
Your son/daughter or person you care for has been advised that any complaint or concerns 
about any aspects of the way they have been dealt with during the course of the study will be 
addressed and should contact (Head of YOS at The secure unit ). She will
make me aware of the complaint so that it can be addressed through the correct procedures 
from both the university and The secure unit
Certificate
The young people will be given a certificate to thank them for their help and recognise they 
have given up their time to take part.
If you have any questions you want to ask at this stage, then please make sure you 
contact a member of YOS at The secure unit
Sincerely,
Amanda Pennell 
Trainee Clinical Psychologist
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UNIVERSITY OF
SURREY
YOT WORKER INFORMATION SHEET
My name is Amanda Pennell and I am carrying out a research study with young people 
at The secure unit . This research has been approved by The secure unit
, the Youth Justice Board and my University Ethics Board. This study will be taking 
place at over the next 3-4 months.
Here is some information about the study for you so that you are aware what is involved for 
any young people you supervise who may agree to take part. If you would like more 
information then please contact either the allocated YOS (Youth Offending Services) worker 
or Head of YOS at The secure unit . If you have any concerns about the young
person you supervise taking part in the study then please also speak to the allocated YOS 
worker at Medway.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study aims to 
understand what young people’s views are of their relationships with other people and looks 
at their behaviour whilst in custody. This includes day to day behaviour on the unit as well as 
any incidents they may be involved in. The study may help to understand if there are 
differences in how young people in custody manage their behaviour and the type of support 
from staff that may be useful to them.
Does the young person have to take part?
It is up to each young person to decide if they want to take part. Their YOS worker has 
explained the study to them and they have been able to ask questions about it. They have 
been given an information sheet like this one and have been asked to sign a consent form to 
show they have agreed to this.
Each young person who agrees to take part has also consented for Medway to contact their 
parents/caregivers to obtain their consent. Only after the parent/caregiver has consented can 
the young person take part in the study.
What will the young person have to do?
• Each young person will need to complete two short questionnaires on their view of 
their general relationships with other people. Their YOS worker will offer to help them 
fill in the questionnaires if they would like them to.
• I will also be collecting information from the YOS team on the young person’s 
offending behaviour and earlier life experiences. This will only be taken from official 
paperwork which has been filled in by the Yot team or other professionals working 
with them.
• Staff at The secure unit will be asked to complete a questionnaire about the
young person’s day to day behaviour on the unit. They will also complete a similar 
relationship questionnaire on their view of the young person's general relationships 
with other people.
• I will also need to get information about the number and types of incidents they may 
have been involved in at Medway. This information is already collected by the 
managers at The secure unit
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What happens to the information about them?
The YOS team will collect the questionnaires and allocate each young person a number so 
that their names are not written on them. The YOS manager will have a list of names and 
numbers so she can check we have all the questionnaires. She will keep this list separate so 
no one else can know which questionnaire is theirs. She will only give me the anonymous 
questionnaires. Under the law (Data Protection Act, 1998) all information about those taking 
part will be held securely and locked away.
I will collect the information from everyone who takes part and use this to write a project for 
my training as a clinical psychologist. A copy will be kept in the library at the University of 
Surrey, Guildford. I may also write the project up to be published in a research journal.
Support for young person and risk assessment
As it may be upsetting or difficult for young people to think about their relationships with other 
people, each young person will be offered support from their YOS worker when filling out the 
questionnaire. They will also be advised to talk to the unit staff afterwards if they would like to 
discuss any feelings that may have arisen.
It is not thought that this study presents any significant risks to those young people taking part 
but a comprehensive risk assessment has been designed and is in place at for the 
duration of the study.
Confidentiality Agreement
Young people will be advised that all information they give when filling out the questionnaire is 
confidential (private between them and their YOS worker) unless they tell them something 
about an immediate risk of harm to themselves or to someone else.
Under their duty of care, the YOS worker will need to pass on information about abusive 
experiences that the young person may have had, even if they are in the past. They will 
discuss this with the young person at the time so they can find out who is the best person to 
support them with this
Complaints
Young people have been advised that any complaint or concerns about any aspects of the 
way they have been dealt with during the course of the study will be addressed and should 
contact (Head of YOS at The secure unit ). She will make me aware of the
complaint so that it can be addressed through the correct procedures from both the university 
and The secure unit
Certificate
The young people will be given a certificate to thank them for their help and recognise they 
have given up their time to take part.
Sincerely,
Amanda Pennell 
Trainee Clinical Psychologist
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UNIVERSITY OF
SURREY
PARTICIPANT CONSENT SHEET 
I will go through the following information with you and then ask you to sign to 
say you have given your consent to take part (please tick each box if you 
agree).
I have been given information about the purpose of this study and understand what I 
have to do to take part. I have been given the chance to ask questions about the 
study.
I am willing for my parents/caregivers to be contacted and asked if I can take part in 
the study.
I understand that I can say I do not want to take part at any time and this will not 
affect my care. If I decide not to take part, my information will not be used in the 
study and my questionnaires will be destroyed.
I agree to the researcher having information about me from professional 
documents
in my file, this includes information on any incidents I have had at
I agree to staff filling in questionnaires about my behaviour on the unit at I
understand I will not be allowed to see the questionnaire after it is filled in.
I understand that YOS will be able to know which questionnaire is mine to match - 
up all my information. They will keep all the information locked away in a secure 
place (according to the Data Protection Act, 1998). Amanda (the researcher) will - 
receive copies of my questionnaires, but these will not have my name on.
I understand that all the information will be collected together and written up for a 
Research study. This will be held in the library at the University of Surrey. I 
understand the study may be published in a journal. I agree not to object to the use 
of the results as long as people are not able to see which information is mine.
I have read all of the above and freely agree to participate in the research study. I 
have been given enough time to consider if I want to take part and agreed to 
comply with the instructions of the study.
Print Name:
Signed: Date:
Name of person taking consent (Print Name):
Signed Date:
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SURREY
PARENTS/CAREGIVERS CONSENT SHEET
Please complete this after you have read the information sheet. This form only 
needs to be completed if you DO NOT agree to your son/daughter or person 
you care for taking part in the study. Please return the form to using the 
envelope you have been sent.
If you DO NOT send this form back within ten days of receiving it, I will assume 
that you HAVE CONSENTED to your son/daughter or person you care for 
taking part.
I have been given information about the purpose of this study and fully understand 
what is involved. I have been given an opportunity to ask questions if I wish.
I am not willing for __________________  (put in young person's
name) to take part.
Print your name:
Signed:______________   Date:
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Confidentiality
All information given during the questionnaire session will remain confidential 
unless the young person tells of immediate harm to themselves or others. If 
this information is disclosed it will be passed on to the relevant bodies.
A member of staff will be told if a young people appears upset during the 
questionnaire session. This is to provide support for the young person if 
needed. The young person will be told that this will happen.
All disclosures of abuse (including historical abuse) during the questionnaire 
will be passed on following local child protection procedures. This will be 
made clear to young people during the recruitment stage and at the time of 
completing the questionnaire. The YOS staff member will try to ascertain how 
the young person would like to be supported with this.
All information given by staff members will remain confidential. Young people 
will be told at the consent seeking stage that they will not be able to see the 
questionnaires completed by staff.
All information collected will be made anonymous through the use of allocating 
numbers to participants. Completed questionnaires will only have a participant 
number on them. Both young people and staff will be asked to put their 
questionnaires into sealed envelopes (with allocated number on outside).
However, the Head of YOS will hold a separate list of names and 
corresponding participant numbers to ensure all information has been 
collected on each participant and matched together. This will not be given to 
the researcher who will only receive anonymous questionnaires and 
information sheets. Data will be securely stored and locked away (under 
guidance in the Data Protection Act, 1998). Young people will made aware of 
the process of collecting data and how it is stored at the time of giving 
consent.
The final information will be collated and analysed and used for a research 
thesis for the Doctorate in Clinical Psychology. The thesis will be available in 
the University of Surrey library. It may also be used for publication in an 
academic or other professional journal.
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Risk Assessment
Three possible sources of risk have been identified for the research study. 
The assessment of risk has been based on previous research in this area and 
the researcher’s (and their supervisors’) experience of working and 
undertaking research in custodial settings and/or with young people.
None of the risks have been assessed as presenting at an unacceptable level 
for either the young people taking part, those working/living with the young 
person or the researcher. The researcher has prior experience of working in 
(secure unit for 12-17 year olds), including assessing young people’s risk and 
vulnerability on admission and two years training to be a clinical psychologist. 
It is felt that this gives them relevant skills and confidence in being able to 
identify potential risks and recommend strategies to put into place to minimise 
these. In addition, risk decisions will be made with the designated research 
lead within the research site. These are all outlined below:
1) Risk to Young Person 
Possible Risk:
The young people are classed as vulnerable by definition of their age. They 
may also have experienced negative life experiences.
The questionnaire asks them to think about their close relationships with other 
people. Although they will not be asked directly to discuss specific negative 
experiences, some of the relationships they are asked to think about may 
involve negative feelings, which may upset or distress the young person.
Ways to minimise the risk:
• At the recruitment stage, staff who know the young people will be 
asked to advise about their suitability for the study. They will be asked 
these specific questions so a structured approach can be taken to 
deciding if anyone needs to be excluded, based on concerns about 
current behaviour. A clinical decision (between researcher and staff) 
can be made on an individual basis once this information has been 
discussed:
1. Does the young person become aggressive to others or towards 
themselves when talking about their relationships with other people?
2. Is the young person currently on extra watches for suicide or self-harm 
concerns?
3. Has the young person got a history of violence towards their family/care 
givers or others they have close relationships with?
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4. Does the young person get distressed about talking about their close 
relationships (this may involve their parents or caregivers or things they 
have witnessed or experienced in their home environment)?
5. Is there any known reason why staff feel the young person cannot take 
part (that is not covered by the above)?
If there are any current child protection proceedings then the young person 
will be excluded from the study.
• The young person’s YOS worker will fill in the questionnaire with the 
young person, unless they specify that they want to fill it in on their 
own. They will be there to support the young person, both in 
understanding what they are being asked to fill in but also if they need 
any emotional support from thinking about their close relationships.
• Specify that the young person should only tell their YOS worker what 
they feel comfortable talking about and they can choose not to 
participate at any stage without giving a reason.
• Explain to the young person that sometimes if can be difficult thinking 
about relationships. If they become upset when filling out the 
questionnaire, they will be given time to collect their thoughts before 
they are asked to continue. Their YOS worker will ask how they want to 
be supported after completing the questionnaire. The young person will 
be told that a member of staff will need to know they have been upset, 
but will not be told the content of the discussion (apart from when 
confidentiality has to be breached). It will be explained that this is to 
keep them safe and be given support, if required.
• Explain how the young person can get support after they complete the 
questionnaire and that it is important for them to let staff know if they 
are feeling upset.
• Ensure staff members know who has taken part that day so they can 
check with them how they found the questionnaire and talk through any 
difficulties. The young person will be told that staff are aware they have 
filled in a questionnaire. They will also be told they may discuss 
anything from the questionnaire that they wish with staff.
2) Risk to other young people and staff in research location:
Possible risk:
If the young person does become upset by the questionnaire, they may 
display this in a negative manner (eg. be aggressive to other young people 
and staff). The best way to minimise this risk is the same as the above, by 
providing support to the young person and alerting staff to how the young 
person is feeling.
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Ways to minimise the risk:
• Explain to the young person that sometimes if can be difficult thinking 
about relationships and that if they become upset while they are 
completing the questionnaire, this will need to be passed on to staff. 
This is to offer support to them.
® Explain how the young person can get support after the questionnaire 
and that it is important for them to let staff know if they are feeling 
upset.
• Ensure staff members know who has taken part that day so they can 
check with them how they found the questionnaire and talk through any 
difficulties before any problems escalate.
• Report any direct threats (reminding the young person on what grounds 
the confidentiality agreement is broken).
3) Risk to YOS staff members filling in questionnaire with young person: 
Possible risk:
As some of the young people taking part have histories of using violence 
towards others, the staff member may become at risk from aggressive or 
hostile behaviour.
Ways to minimise the risk:
• The YOS staff member should be someone who has previously met 
and worked with the young person.
• The YOS staff member will check with unit staff prior to filling in the 
questionnaire, if there are any specific risks of aggression or any 
current problems (see Point 1 above)
• The staff member will stop the interview at any time if they feel 
threatened or uncomfortable with the young person's behaviour. This 
will be reported back to the unit staff working with the young person.
• The YOS staff member should follow existing Centre protocols 
regarding risk management for themselves and the young person.
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